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“ To stand behind all diets 


The winter's epidemics gave ample proof that national well-being 
(and indirectly, national morale) must be supported by every iota of 
our nutritional knowledge. In this task of nourishing and protecting 
the nation, Farex can play a valuable part because it embodies in a 
single digestible food, protective vitamins and minerals which other- 
wise could only be secured in an expertly chosen and varied diet. Farex 
is composed of wheat-flour, wheat-germ, oatmeal and maize, with 
added minerals and vitamins A, B and D. As befits a ‘staple food,’ 
Farex provides an abundance of carbohydrate; but the high per- 
centage of protein (15%) and the presence of iron, calcium and 
phosphorus, and vitamins A, B and D, lift it right away from the 
usual run of ‘health cereals.‘ As a weaning and invalid food Farex 
has been used successfully for years. But now, when national good 
health is a national armament, it cannot be too strongly emphasised 
that Farex is equally valuable as a daily nutritional safeguard to stand 
behind al/ diets, for all ages and conditions of people. Farex is 
ready-cooked, prepared in a few moments, and can be flavoured to 
personal taste. In emergency, Farex alone will maintain the nutrition 
of the individual longer than any other single food available. 


ab og pape 
2 Eatin PRODUCT OF THE 
No" oo ae a ae 
ra lb. and | lb. cartons 


SLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


LESTE ENA AN ANU TAN SZ AN STA SUA STAG ZNEZ SY OUAOU CP NEVEW: 
SSAA aN ANAS ON aNaNOS SSNS 


— is A 


“Iron-rations’ must contain IRON 


The heavy demands made upon stamina by the 
national industrial effort must be met. As the pace 
of production increases, the presence of iron- 
deficiency anaemia, often undetected in normal 
times, is likely to become a major problem. Particu- 
larly is this so among women workers and juveniles, 
many of whom already suffer from malnutrition at 
the outset of their industrial careers. Fersolate 
Tablets present iron in its most assimilable and 
effective form—the exsiccated ferrous sulphate, rein- 
forced by traces of copper and manganese. The daily 
dose of three tablets is therapeutically equivalent to 
45 gr. of Blaud’s Pills. 1-3 month’s treatment, costing 
much less than a penny a day, is considered effective 
in almost every case of iron-deficiency anaemia. 
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Stimulation 


of the 
Metabolic Rate 





HE administration of thyroxin intravenously 

and thyroid by mouth will of course stimulate 

metabolism as will certain other compounds of 
the nitrophenol group. These, however, all involve 
upsetting the mechanism of the body. 


The traditional practice has therefore been to 
prescribe foods to stimulate metabolism, especially 
such easily digested foods as broths, meat and 
chicken extracts, etc. 


Practitioners will be interested. to know that 
Brand’s Essence is particularly effective in raising 
the metabolic rate. 


After the ingestion of Brand’s Essence there is a 
rapid increase in the heat output, reaching a peak at 
the end of half an hour and gradually subsiding, 
though still appreciable six hours later. 


Doctors who have to treat patients with depressed 
metabolic symptoms can confidently prescribe 
Brand’s, especially in those cases in which the 
patient cannot tolerate sufficient protein. 


Brand’s Essence is still at pre-war prices ! 
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WOURS AFTER INGESTION 











The chart is reproduced from a report of tests. It 
shows the average rise in the metabolic rate after 
taking Brand’s Essence. The peak is reached half 
an hour after taking the Essence and the rate of 
metabolism is still high after six hours. 
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While the patient with a “cold” begs 
for symptomatic relief, the doctor 
knows that even more important 
is the prompt restoration of nasal 
mucoperiosteal function—to warm, 
moisten, and filter the inspired 
air—so important to the health of 
the entire respiratory tract. 


The ingredients of ‘“‘Pineoleum’s” 
well-known formula help in four 
important ways—by correction of 
mucosal dryness, by astringency, by 
local sedation, and by stimulation 
and mild antisepsis. ‘ Pineoleum” 
thus provides functional improve- 
ment through grateful local relief. 


Indications : Coryza, all manifestations of 
rhinitis, laryngitis, grippe, influenza, rose 
colds, hay fever, summer catarrh, ozena. 


CHESEBROUCH MANUFACTURING CO. LTD. 
Victoria Road, London, N.W.10 
are the Sole Distributors for Pineoleum Products in 
Gt. Britain and Ireland (N) 
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TRAUMATIC HAMOTHORAX 


By F. Ronatp Epwarps, Ch.M.Lpool, F.R.C.S 
AND 
H. Morriston Davies, M.Chir.Camb., F.R.C.S. 


(From an E.M.S. thoracic surgical unit and the Depart- 
ment of Surgery, University of Liverpool) 





Tue following observations, which are based on a 
series of traumatic injuries to the chest, not great in 
number but of varied types, may be of value to others 
called on to deal with this type of injury. Small per- 
forating wounds only are considered here, but the same 
observations apply to the later stages of extensive chest 
wounds. 


Hzemothorax is the most common complication of 
chest injuries in modern warfare, being present to a 
varying degree in 70% of all cases. Injury to a main 
vessel will cause almost instantaneous death from this 
complication, and few such cases will reach hospital alive; 
but a large number of cases in which a bullet or shrapnel 
has traversed the more peripheral part of the lung, 
associated with varying degrees of damage to the chest 
wall will be admitted. When bleeding takes place from 
the lung it may soon stop, because the pressure in the 
pulmonary circulation is low and the pulmonary vessels 
when torn across easily retract, spontaneously interrupt- 
ing the hemorrhage, but bleeding from an intercostal 
artery, usually associated with fractured ribs, is apt to 
continue and considerable hemorrhage results. The 
pleural cavity reacts to the presence of blood by pouring 
out fluid which may contain up to 4% of protein. 

Two factors are to be considered as the cause of death 
in cases of hemothorax—hzmorrhage and compression. 
In the early stages of a heemothorax the patient is suffer- 
ing from hemorrhage alone. The loss of 3 pints (1700 
c.cm.) of blood will produce loss of consciousness in 
nearly all cases, and death in some. The capacity of a 
single pleural cavity is, however, much greater than 
three pints, and consequently the great veins and the 
opposite lung will not be much compressed unless there 
is an associated pneumothorax. As a general rule the 
bleeding, when it comes from the lung, will have stopped 
before 3 pints are lost. Symptoms of such excessive 
loss of blood should be regarded, therefore, as indicating 
the probability of injury to a vessel in the systemic 
circulation. It is only some 24 hours later that severe 
compression symptoms start to develop, when the out- 
pouring of fluid from the pleural endothelium may 
increase the volume of the pleural contents to 5000-6000 
c.cm.; the heart is then pushed over to the opposite 
side, and aeration of the other lung is impeded. 

Many cases do not reach either of these extreme 
states of hemorrhage or compression, but ponent their 
own problems none the less. 


RESPONSE OF THE PLEURA TO BLOOD 


We have studied the irritative effect of the blood on 
the pleural endothelium by thoracoscopy. The pleura, 
both parietal and visceral, is generally reddened and 
markedly cedematous, with large areas of acute hyper- 
zmia associated with numerous punctate hemorrhages. 
A number of subendothelial bulle are seen, caused by 
air getting through or between the inflamed endothelial 
cells, and lying between them and the endothoracic 
fascia. These bulle are surrounded by a fine zone of 
intense hyperemia, the cause for which is not obvious. 
They are almost certainly artifacts due to the air in- 
serted to replace the aspirated fluid. Deposition of 
fibrin from the blood takes place, but massive clotting 
seems to be rare. The surface of the pleura is covered 
with shreds of fibrin, which make the surface of the 
collapsed lung look trabeculated. Organisation of this 
fibrin can be seen to be taking place, giving the impres- 
sion that the whole lung will become encased in a mantle 
of fibrous tissue which will prevent re-expansion. But if 
the organisation has not gone on too long, the lung has 
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a remarkable power of stretching and bteaking down this 
encasement. 

When the fluid from such cases is removed and allowed 
to stand in a test-tube a clot of considerable size forms, 
but whether this means that the fibrin from the original 
blood was only partially deposited, or whether it is due 
to a high fibrinogen content of the pleural exudate, is not 
clear. 

This intense response of the pleura to the presence of 
blood may be explained by the fact that although the 
pleural cavity is lined by an ‘* endothelial ”’ layer of cells 
it is actually a mesothelium. Its reaction is analogous 
to that which takes place when blood infiltrates into 
fibrous tissue or muscle or any other mesodermal struc- 
ture. Blood in such tissues acts as a forei sign body 
setting up an aseptic inflammatory reaction, and causing 
a localised outpouring of fluid. 

Infection of a hzemothorax is not common ; it occurred 
in 17% of cases in this series. If the penetrating missile 
is small, if the chest wounds of entrance and exit have 
self-healed and the lung damage is not severe, then the 
bactericidal power of the spilled blood—due to its anti- 
bodies, macrophages and leucocytes—is sufficient to 
sterilise the field of trauma. This bactericidal power 
lasts for a few hours only, after which the blood and 
pleural exudate form a perfect culture medium, which 
can easily become infected. An open chest wound, an 
injury to a large bronchus, or the presence of bits of 
clothing within the chest will almost certainly cause 
infection. The presence of the missile in the chest will 
not necessarily induce infection, since it is generally 
sterile on entry owing to its heat. Sepsis is much less 
common with missiles in the thoracic cavity than with 
similar missiles entering a limb, because anaerobic 
organisms find the lungs an unsuitable soil for growth, 
and because of the large amount of blood present. 
Massive infection causes the blood to clot completely, 
and large pieces of fibrin can be seen in the pleural 
cavities of such cases. 

The irritative effect of the blood on the pleura produces 
a considerable rise of te smperature, particularly in the 
preliminary stage of the *‘ pleuritis ’’ and during the stage 
of outpouring of fluid. The maintenance of this pyrexia 
is closely associated with the degree of tension of the 
hemothorax, as with pus under pressure. The absorp- 
tion of breakdown products from the blood by the in- 
flamed pleural endothelium is held to be responsible for 
this, the greater the tension the greater the rate of 
absorption and the higher the temperature. Reduction 
of the intrapleural pressure by aspiration to zero or to a 
negative pressure will nearly always cause the temipera- 
ture to failto normal. As the pleural exudate re-forms 
there is a corresponding rise of tension and of tempera- 
ture, again relieved almost immediately by aspiration. 
The pyrexia of a hemothorax differs from that of an 
empyema in that with a hemothorax the rise is main- 
tained both morning and evening with relatively slight 
constitutional reaction, the patient not appearing toxic. 
In empyema the temperature becomes swinging, the 
morning temperature falling to normal or below, and the 
patient appears extremely toxic with severe constitu- 
tional reaction. 

TREATMENT 

Immediate treatment is that of shock and of the 
wound. The principle of treatment in severely ill 
patients is, in the early stage, to give transfusions of 
blood, and to aspirate the blood from the pleural cavity 
if it is continuing to collect there. In the later stage 
(after 24 hours) the patient’s circulation is making up 
for the effects of the hemorrhage, and treatment should 
be directed towards relief of the compression by aspira- 
tion and by replacing the fluid loss. Plasma-trans- 
fusions may be given if the pleural exudate is very large, 
to compensate for the loss of plasma protein. Open chest 
wounds should be closed as rapidly as possible. Consider- 
able bleeding may occur externaily as well as internally 
from a divided intercostal or internal-mammary 
vessel, and if there is evidence of this local exploration 
of the wound to attempt ligature of the vessel is justified ; 
otherwise no major surgery should be attempted at 
this stage. Pulmonary bleeding will stop spontaneously 
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in a short time, but if the state of shock is increasing 
owing to loss of blood it is necessary to give a transfusion, 
remembering that the tension in the pleural cavity must 
be under control. To open the thorax wide in the 
presence of shock in order to deal with the haemorrhage 
may occasionally bring off a brilliant success but will 
almost certainly kill many patients who would otherwise 
have recovered. Absolute conservatism is the keynote 
at this stage, and the administration of morphia, in 
considerable quantities if necessary, is the best line of 
treatment. Dyspnoea, if considerable, should be treated 
with oxygen. This symptom is present in nearly every 
lung injury and is often purely reflex in origin ; where it 
is severe tension in the haemothorax must be assessed 
by noting the position of the apex-beat and any sub- 


sequent alteration of it. This is the most important 
PNEUMOTHORAX 
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METHOD OF AIR REPLACEMENT OF H#MOTHORAX 
1. Withdraw 50 c.cm. of fluid from pleural cavity with syringe. 
Insert 30 c.cm. of air with syringe. " . : 

. Alternately remove 50 c.cm. of fluid and inject 50 c.cm. of air, 
until about 300 c.cm. of air has been inserted. There will now 
be a suitable air space at the top of the hemothorax cavity. 

4. Insert needle connected to a pneumothorax apparatus and 
manometer, in the second intercostal space anteriorly. Direct 
manometric readings can now be taken. — : 

5. Continue aspirating fluid with syringe until as much as possible 
is removed, maintaining the intrapleural pressure at —1 cm. 
of water by taking frequent manometric readings and admitting 
air from the pneumothorax apparatus. Leave final pressure 
at —1 cm. 


physical sign in traumatic haemothorax, and the position 
of the apex-beat should be clearly marked with a skin 
pencil at the first examination. ind J 

A radiogram of the chest is helpful in indicating the 
presence of foreign bodies, but even these may be 
obscured by the presence of blood. In the early stage 
of a traumatic haemothorax symptoms and physical 
signs are of much greater diagnostic importance than a 
radiogram. The diagnosis of hemothorax 1s finally 
confirmed by the aspiration of a small quantity of blood 
or blood-stained fluid, which is then sent to the labora- 
tory for culture. ; ; 

A localised hemothorax causing no appreciable dis- 
placement of the apex-beat should be left alone after a 
preliminary diagnostic specimen of 5 c¢.cm. has been 
removed. A medium or large hemothorax, whether 
composed of blood alone or of blood mixed with pleural 
fluid, and accompanied by continued pyrexia and the 
development of pressure symptoms or pain, calls for 
complete aspiration with air-replacement (fig. 1). The 
pressure should be left at zero or —1 cm. of water. It is 
advisable to empty the pleural cavity as completely as 
possible of the blood-stained fluid, so that the deposition 
of fibrin is minimal. For adequate control of these 
pressures some form of pneumothorax apparatus 1s 


DAVIES : 
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necessary, air being admitted at the top of the chest 
while the fluid is drawn off below. Pleural fluid will 
still re-form, and it is important to watch for the re- 
currence of pressure symptoms. Repeated aspiration 
and air-replacement may be necessary. 

Large pieces of clot should be sought, after aspiration 
and air-replacement, by screening in varying positions 
so that different parts of the pleural cavity are exposed. 
Clotting of any severe degree in an uninfected hemo- 
thorax is rare. If it has occurred a thoracoscope should 
be inserted for examination and the clot removed. This 
is done through a second cannula, the clot being broken 
up into small pieces and extracted by means of suction 
and alligator forceps. Such a procedure will prevent 
the formation of a tibrin ball in the pleura, or of a pér- 
sistent thickened pleura with its consequent permanent 
rib retraction, pain and diminution of vital capacity. 
The clot may be surrounding a foreign body, such as a 
small piece of clothing, the early removal of which may 
prevent generalised infection of the cavity. Bilateral 
hemothorax should be treated by bilateral aspiration 
with air-replacement, leaving a slightly negative pressure 
on either side. When the blood has been entirely re- 
moved there is still the probability of recurrent collapse 
of one or both lungs as a result of pleural effusions and 
consequently of respiratory embarrassment. These 
cases must be kept under careful observation and radio- 
graphic control, and must be aspirated with or without 
air-replacement as necessary. 

INFECTED HZ MOTHORAX AND FOREIGN BODIES 

If infection supervenes closed intercostal drainage 
with water seal is indicated. Efficient drainage is shown 
by a steady daily filling of the drainage-bottle accom- 
panied by an inspiratory rise and an expiratory fall in 
the water level in the glass sighting-tube. If the drain- 
age becomes erratic, or a steady respiratory excursion 
is not maintained in the sighting-tube, the tube is too 
far into the pleural cavity, or, more likely, is obstructed 
with pieces of clot and debris. Wash-outs with azo- 
chloramide solution, 1 in 3300, will help to clear this and 
also to reduce the degree of infection, and irrigations 
with Dakin’s solution will promote the separation of 
pieces of fibrin. Where a considerable amount of clot 
is present resection of a rib is necessary followed by 
removal of the clot with forceps and fingers. The cavity 
is then well flushed out with azochloramide solution, and 
a large drainage-tube is inserted which is connected to 
the closed drainage bottle. The wound must be stitched 
tightly round the tube to prevent leakage of fluid from 
or of air into the pleural cavity. Later, if the wound 
leaks and the discharge causes irritation of the surround- 
ing skin, a zinc-oxide ointment should be applied. If 
the clot is not wholly removed the empyema will persist 
because the fibrin only lyses slowly ; as a result a chronic 
cavity persists and may eventually need a thoracoplastic 
operation to close it. If the lung is re-expanding satis- 
factorily it is advisable not to remove the tube until the 
lung is in contact with the chest wall. The track of the 
tube should be filled with Lipiodol and a dressing sealed 
over the wound. If re-expansion of the lung is delayed 
by thickening of the pleura, it is justifiable to remove the 
tube once the pleural cavity is sterile. Before doing so 
it is advisable to put 50 c.cm. of triacetin into the cavity 
and to cover the external wound with a strip of batiste 
fixed by plaster along one edge. This acts as a valve, 
allowing of the escape of air or discharge from the cavity 
but preventing air-entry. Very occasionally a portion 
of the lung may have become partially detached by the 
passage of the missile and becomes gangrenous. This 
will separate itself, but will need manual removal from 
the pleural cavity. The toxic character of the empyema 
and the offensiveness of the discharge may be a guide 
to the occurrence of this complication. ; 

Foreign bodies in the chest wall should be removed in 
the preliminary toilet of the wound. Foreign bodies 
lying in the haemothorax may be safely left until a later 
stage, or until resection of a rib is undertaken for 
empyema. In our experience foreign bodies in the lung 
are better left alone, unless they are causing severe 
hemoptysis ; they are rapidly surrounded by fibrous 
tissue and rendered innocuous. Close proximity of the 





foreign body to large vessels is an indication for surgical 
intervention, but it is advisable to delay this, if possible, 
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until the hemothorax has cleared. 
ments of metal may cause considerable interstitial inflam - 


Even small frag- 


matory changes. These are manifested clinically by 
bronchitic symptoms and pyrexia which may persist 
up to six weeks. It is not always easy to dissociate the 
rise of temperature due to pulmonary or pleural inflam- 
matory irritation. 


RE-EXPANSION OF THE LUNG 

The rate of expansion of the lung depends on the size 
of the haemothorax and on the damage to the under- 
lying lung. Traumatic pneumonitis is followed by a 
considerable degree of interstitial fibrosis which makes 
the expansion of the affected portion of the lung difficult. 
Compensatory expansion of the lung surrounding this 
area takes place but this is delayed. If the haemothorax 
is small obliteration of the space with absorption of the 
fluid and re-expansion will proceed rapidly, and in two 
to three weeks all that is demonstrable radiographically 
is an area of thickened pleura. During the stage of 
re-expansion the patient may complain of a good deal of 
pain from the roughened surfaces of the visceral and 
parietal pleura rubbing together. This pain may be at 
the front when leaning forward and at the back when 
leaning backwards, and is associated with a definite 
friction rub on auscultation. A small amount of air 
injected into the pleural space will relieve the pain and 
allow further resolution of the inflammatory condition 
of the pleura to take place before the two layers come 
into contact again. Parasternal pain on the opposite 
side to the injury is usually due to the drag on medi- 
astinal adhesions. 

In a large hemothorax with complete or nearly com- 
plete collapse of the lung re-expansion takes place more 
slowly. If the mass of fibrin deposited on the surface 
of the collapsed lung is very dense re-expansion is delayed 
over months and even years, the cavity eventually 
becoming obliterated by the chest wall contracting and 
the mediastinum moving over. Such cases are rare. 
Once re-expansion has started it continues apace, and 
in the course of four to eight weeks the lung will again 
fillthe thoracic cavity. During the stage of collapse and 
re-expansion there is a tendency for the ribs to fall in 
on the affected side, and for a scoliosis to develop away 
from this side. Treatment by remedial and deep- 
breathing exercises should be energetically pursued 
during this stage. 


SUMMARY 


Hemothorax is present in about two-thirds of chest 
wounds of modern warfare. It may cause death from 
loss of blood or compression of the great veins and 
opposite lung. Persistent hemorrhage suggests injury 
to a systemic vessel. 

The response of the pleura to blood is a true meso- 
thelial reaction. Some degree of clotting of the blood 
takes place as seen by the thoracoscope. Infection 
causes massive clotting which may often need manual 
removal of the infected fibrin. 

Tension in a hemothorax is assessed by the position 
of the apex-beat. Raised tension causes pyrexia which 
differs from that of empyema in being maintained 
instead of intermittent. 

Immediate treatment should be confined to closing 
the pleura, attending to foreign bodies and bleeding 
vessels in the chest wall, and wound toilet. Severe 
dyspnoea requires oxygen therapy. Morphia is given 
freely. A small hemothorax should be left alone: a 
larger one needs complete aspiration with air replace- 
ment, repeated if necessary. An infected haemothorax 
is treated by closed intercostal drainage with water seal. 
Foreign bodies in the haemothorax may be left to a later 
stage ; those in the lung may be left altogether unless 
they are causing symptoms. 

Remedial exercises are important in the stage of 
recovery. 


Messrs. Ketvin, Borromitey & Batrp, LTp. now use 
for the outer glass of their 28-in. diameter shadowless lamps 
for operating-theatres non-splinterable safety glass instead of 
plate glass. The reflecting surfaces in the KBB lamp are 
metallic, and therefore will not splinter through blast, con- 
cussion, or any other cause. 
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ANAESTHESIA IN CHEST INJURIES 
By Joun Hatton, M.B. Lpool 


ANAISTHETIST TO AN E.M.S. THORACIC SURGICAL UNIT, AND TO THE 
ROYAL INFIRMARY, LIVERPOOL 


Wak wounds of the chest can be divided into two main 
types: those which require immediate surgical treat- 
ment and those for which surgical procedures are delayed. 
Wounds confined to the chest alone or associated with 
visceral or skeletal injuries may occur in either category. 
Patients requiring immediate surgery present one, and 
sometimes two physiological problems. They are suffer- 
ing from a lack of oxygen in the tissues, the anoxia of 
shock ; and, if the pleural cavity is open, their respiratory 
exchange is embarrassed, resulting in a further degree of 
anoxia. The problem of anoxia is not so acute in those 
patients who come to operation some time after their 
injuries were sustained. The pody has had an oppor- 
tunity for readjustment ; diminished aerating surface in 
the lung, however, and general systemic disturbance due 
to sepsis, anxiety and drugs, render the margin between 
oxygen sufficiency and oxygen lack very narrow. 


PHYSIOLOGY 

Recent experiments show that wound shock, through 
the direct action of nervous impulses and tissue met- 
abolites on the respiratory enzyme, reduced cytochrome, 
interrupts the cycle of cell respiration and oxidation. 
It has also been shown that morphia and the anzsthetic 
drugs acting on another respiratory enzyme, dehydro- 
genase, further tend to retard the vital cycle and to 
produce oxygen starvation of the tissues. 


The mechanism of respiration with one—say the left— 
pleural cavity open is as follows: the left lung collapses and 
the mediastinum, through lack of support, becomes more 
mobile. On inspiration, air is sucked into the left pleural 
cavity through the opening in the chest wall ; the mediastinum 
moves over to the right and prevents full expansion of the 
active right lung. When expiration takes place the medias- 
tinum moves to the opposite side, air is expelled through the 
pleural wound, and the active lung, through lack of support, 
is prevented from emptying its expired air completely. In 
addition some of the expired air, containing a raised percent- 
age of carbon dioxide, passes into the bronchi of the collapsed 
left lung. From here it is inspired’ again into the active lung. 
As a result of this transfer of air from lung to lung and of 
mediastinal migration, the active lung is never fully expanded, 
while the carbon-dioxide content of the air which it does receive 
is much higher than it should be. 


It will be seen that there must be a comparatively 
rapid rise in the CO, percentage of the alveolar air of the 
active right lung and consequently of the arterial blood 
as a whole. Haldane has proved that a rise above 
normal of only 0-2% or 1-5 mm. of mercury in the CO, 
pressure of the alveolar and arterial blood so stimulates 
the centre of respiration that the respiratory excursion is 
doubled. Thus a patient with an open chest is forced to 
breathe more and more deeply. Thisincrease in muscular 
effort raises still further the CO, tension in the blood 
and a vicious circle is established which if left un- 
remedied will produce death, in a period varying with 
the size of the pleural wound and the mobility of 
the mediastinum. The somatic condition of the 
victims of high explosives presents a very different 
picture from that seen in cases for proposed lobectomy, 
pneumonectomy or repair of diaphragmatic hernia. 
Moreover pneumonitis of varying severity usually 
supervenes in cases of thoracic wound ; and blast, which 
is not yet perfectly understood, even if it does not kill the 
patient, immediately renders portions of the alveolar 
system ineffective for a considerable time. The form of 
anesthesia used must combat the existing anoxia, and in 
the case of the open chest relieve the patient of the 
necessity of increased respiratory effort until the pleural 
cavity can be closed and the mediastinum and affected 
lung stabilised. Every effort must be made to ensure 
that an adequate supply of oxygen is brought to the 
tissues post-operatively. 
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ANASTHETIC METHODS 

Recently the trend of anesthesia for thoracic surgery 
has been towards either some type of closed-circuit 
gaseous anesthesia in which carbon dioxide is absorbed, 
or else high spinal anesthesia. In the cases under dis- 
cussion, except for a few who are so fit that operation 
can be delayed, spinal anesthesia must be ruled out if 
only on account of the incidental fall in blood pressure. 

The closed circuit method has been found to be 
mechanically and physiologically inadequate. Stabilisa- 
tion of the mediastinum and lung can be achieved if the 
gases are given under pressure, but the increased effort 
of expiring against this pressure has the same effect as if 
the patient were breathing ordinarily with one side of the 
chest open. Again, though the exhaled gas is washed 
clean of carbon dioxide the air which passes from lung 
to lung never reaches the absorbing medium so the 
vicious circle described above is never broken. Its 
effects are merely delayed and minimised for a short 
time. Moreover, if the other pleural cavity is opened 
by accident. or intent, it is impossible with this form of 
anesthesia to keep the “patient alive for more than a 
short time. 

Animal experiments have supported this; when a dog is 
linked up to a closed-circuit absorbing carbon dioxide perfectly 
and allowed to breathe an atmosphere rich in oxygen given at 
pressure, death will occur from anoxia in from three to five 
hours if one side of the chest is opened. Readings of the 
arterial CO, content, when plotted, show a rising curve. On 
the other hand, if a catheter is inserted into the dog’s trachea, 
the tip reaching the point just above the carina and the size of 
the catheter being half that of the trachea, the animal can be 
kept alive indefinitely by a current of air alone, even if both 
sides of the chest are opened. Respiratory movements are 
practically non-existent nor can any evidence of anoxia or 
raised CO, pressure be detected. This intratracheal in- 
suffation prevents, by efficient ventilation, any excess of 
carbon dioxide collecting in the lungs, and, by obliterating the 
muscular activity of respiration, further decreases CO, 
production. 

INTRATRACHEAL INSUFFLATION 

Bearing the foregoing facts in mind, it must be seen 
that, whether the operation is immediate or delayed, 
intratracheal insufflation anzsthesia is the method of 
choice. In actual practice the volume of air, gas or air- 
borne anesthetic vapour blown into the lungs must be 
between 15 and 25 litres per min. and the flow must pro- 
duce a pressure in the lungs in the region of 5-8 mm. of 
mercury. If both sides of the chest are open, this rate of 
flow may have to be increased, but it is inadvisable to 
increase the actual pulmonary pressure to more than 
12 mm.of mercury. At pressures over this there is a real 
risk of damaging alveolar tissue. The diameter of the 
catheter must not exceed half that of the trachea in 
which it is placed. If it is too Jarge, inefficient ventila- 
tion occurs, as the reflex current is impeded; on the 
other hand, if the catheter is too small the ingoing air 
current is insufficient. 


CHOICE OF ANSTHETIC AGENT 

Nitrous oxide or cyclopropane, neither of which irri- 
tates the pulmonary epithelium or produces toxic 
symptoms, are ideal in theory. The cost, however, of 
nitrous oxide used by insufflation is very great and of 
cyclopropane prohibitive. The remaining choice is 
between ether and chloroform. The irritating effect of 
ether and the toxicity of chloroform are considerably 
diminished when these drugs are given by intratracheal 
insufflation. The necessary volume of either agent can 
be rapidly built up in the blood-stream and as rapidly 
eliminated, thanks to the hyperventilation. The body- 
cells are thus protected from too prolonged and 
toxic exhibition of the anzsthetic agent. Ether 
must be used whenever possible, but when there is 
excessive bronchial secretion or extensive interstitial 
inflammation, or when diathermy has to be employed, 
ehloroform is indicated, even though associated sepsis or 
cardiac debility may make this appear a more dangerous 
choice. 

Apparatus can be of the simplest, but must consist 
essentially of the following parts: a pump capable of deliver- 
ing a steady current of air up to 30 1. per min., a vapourising 
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bottle for ether or chloroform capable of adjustment to varying 
vapour strengths ; an adjustable blow-off valve and a mano- 
meter ; a set of Magill’s nasal intratracheal tubes, sizes 00 to 
2; and a set of gum-elastic intratracheal catheters with suitable 
unions for attachment to the delivery tube of the apparatus. 


ADMINISTRATION 

These patients are not only affected by the experiences 
which they have undergone, but by varying degrees and 
combinations of anoxia, air-hunger, hemorrhage and 
sepsis, all of which tend to create excessive apprehension 
and intolerance of anything covering the face, such as an 
anesthetic mask. This is seen both before operation 
and when oxygen therapy is instituted post-operatively. 
Because of their direct action on cell-respiration, morphia 
and its derivatives cannot be used to allay this apprehen- 
sion, and the intravenous barbiturates are generally 
contra-indicated because of their depressant effect on the 
respiratory centre which is already overburdened. These 
drugs can be used with care in some cases in which 
operation is delayed, but as a general rule no help can be 
given by premedication. 


CONDUCTION OF AN ZSTHESIA 


I have adopted the following technique with this type 
of case: a rapid induction is made with ethyl chloride or 
Vinesthene administered in a semi-closed mask of the 
Ogston pattern to which an oxygen tube is fitted ; this is 
followed, when necessary, by just sufficient ether or 
chloroform, given by the drop method, to bring about the 
disappearance of the laryngeal reflex. Next a Magill’s 
catheter of suitable size is introduced, as rapidly as 
possible, into the trachea ; this is done through the nose 
by the “blind’’ technique. The catheter is then 
attached to the delivery tube of the apparatus which 
should be delivering about 15 1. of air per min. mixed with 
a minimum quantity of anesthetic vapour. When this 
stage is reached cyanosis is almost invariably present but 
this disappears as soon as pulmonary ventilation is fully 
established. The strength of the anesthetic vapour can 
now be gradually increased until the desired anesthetic 
level is reached and the rate of flow balanced to the needs 
of the patient. This increase of vapour strength must be 
very gradual; if too strong a vapour impinges on the 
carina coughing and laryngeal spasm result, which 
restrict the expiratory air flow and cause a return of 
cyanosis. Occasionally laryngeal spasm may be exceed- 
ingly troublesome, and in some cases persists even into 
the deeper levels of anesthesia. When it occurs, rather 
than keep the patient at an unnecessarily deep level, it is 
better to inject a small quantity of 2% Decicain solution 
directly into the intratracheal tube or with a fine needle 
into the anesthetic delivery tube. The ingoing air 
stream will then blow the solution on to the sensitive 
carina and thus break the reflex arc. 

Should blind intubation fail, it is extremely dangerous 
to try to get the patient deep enough to allow the tracheal 
tube to be passed with direct laryngoscopy. Even when 
the anzsthetic level is deep cyanosis causes spasm of the 
jaw muscles which make intubation exceedingly difficult. 
Again, facial injuries may render the direct method 
impossible or inadvisable. Facilities must therefore be 
immediately at hand for the performance of tracheo- 
tomy. On the rare occasions when it is necessary, 
anzsthesia can proceed as outlined above through the 
tracheal opening. 

OXYGEN THERAPY 

Postoperatively, all these cases are benefited by a 
course of oxygen therapy. In those who have been 
subjected to immediate operation it raises the alveolar 
oxygen pressure and acting as a direct antidote to the 
anoxia of shock hastens the recovery of the cycle of cell 
respiration. In those cases in which operation has been 
delayed, it helps to combat the cyanosis incidental to 
pneumonitis, pneumonia or deficiency of active hung area. 
By quietening respiratory effort and calming the anxiety 
of air-hunger, it renders convalescence less troublesome. 

The oxygen tent is admittedly the most satisfactory 
form of administration. Next in order of merit is the 
nasal inhaler and bag; this is economical and as efficient 
as the tent, since it works on the intermittent flow 
principle. Its great disadvantage is that the patient 
must be trained to use it—to inhale through the nose and 
exhale through the mouth—sometimes a difficult task. 
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In the B.L.B. mask a modification of the principle over- 
comes this difficulty. The simplest is the spectacle- 
frame method devised by Tudor Edwards. For this to 
be effective a minimum oxygen flow of 6 1. per min. is 
necessary, but few conscious patients can tolerate this 
for more than a short time, and oxygen delivery of less 
than this will not raise the alveolar oxygen pressure 
perceptibly. 
SUMMARY 

Patients requiring immediate operation after a chest 
injury are suffering from the tissue anoxia of shock, and 
if the pleural cavity is open respiratory embarrassment 
increases this anoxia. 

Anesthesia by a closed-circuit method produces 
further anoxia and is therefore unsuitable. Spinal 
anesthesia must be ruled out because of the incidental 
fall in blood-pressure. 

Intratracheal insufflation is the method of choice in 
either immediate or delayed operations, and it can be 
used conveniently with ether or chloroform. Nitrous 
oxide and cyclopropane are theoretically ideal but too 
expensive for general use. In the majority of cases no 
premedication can be given. 

All cases are benefited by a postoperative course of 
oxygen therapy, given either in an oxygen tent, with the 
B.L.B. mask or with the spectacle-frame method. 


ACCIDENTAL ACUTE CARBON-MONOXIDE 
POISONING 


By J. McMicnwager, M.D. Edin., F.R.C.P.E. 
READER IN MEDICINE IN THE UNIVERSITY OF LONDON AT THE 
BRITISH POSTGRADUATE MEDICAL SCHOOL; AND 
H. D. Ruskin, M.B. Witwatersrand, M.R.C.P. 


RESIDENT ASSISTANT PHYSICIAN AT THE SCHOOL 


Ir seems likely that with the development of aerial 
bombardment carbon-monoxide poisoning will become 
a clinical problem of increasing practical importance. 
The sources of poisoning that are likely to become fre- 
quent are ruptured gas mains, attempts to heat poorly 
ventilated shelters by means of open fires and, possibly 
according to the findings of Hadfield and others (1940), 
exposure to explosive gases. In civil practice in peace- 
time CO intoxication is most commonly encountered in 
attempted suicide, where the problems of aftercare fall 
mainly into the hands of the psychiatrist. The manage- 
ment of accidental CO poisoning, on the other hand, 
necessitates a knowledge of certain important somatic 
manifestations which it is the purpose of this paper to 
emphasise. 

CASE-RECORD 

A young man of 18 was admitted to Hammersmith Hospital 
at 4.30 a.m. on Oct. 3, 1940. He had gone with a companion 
into an Anderson shelter on the previous evening. Feeling 
cold, they had taken with them burning coals in a bucket from 
the kitchen fire. Three hours later a neighbour visited the 
shelter and found both lads drowsy. The patient, who had 
vomited, could not be roused, while his companion was taken 
out of the sh. Iter in a somewhat dazed state. A dog which 
was with them in the shelter was also taken out but subse- 
quently died. 

The patient was collapsed; temperature 96-8° F., pulse- 
rate 140, blood-pressure 78 50, respirations 20 per min. 
There was no obvious pink colour about the lips or fingers, 
the patient being in fact rather pallid. No dyspneea, but 
respirations were noisy. Chest showed crepitations localised 
to the right subclavicular region. Plantar responses flexor. 
Urine: sugar+, traces of acetone and albumin. Lumbar 
puncture : fluid clear ; pressure 120 mm. ; no block detected ; 
cell-count and chemistry normal. 

Since the full history was not available at the time 
of admission this patient presented a difficult diagnostic 
problem. The following possibilities had to con- 
sidered :— 

1. Commencing right apical pneumonia. 
was the subnormal temperature. 

2. Diabetic coma. Glycosuria was present, but there 
was no smell of acetone in the breath and no diacetic 
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acid in the urine, while eyeball tension was normal. 
— typical hyperpnoea of diabetic acidosis was also 
absent. : 

3. CO poisoning, with pneumonia and glycosuria as 
complications, was the most likely, and oxygen adminis- 
tration was begun. 

Four hours after admission the history was obtained from 
acquaintances, and the blood, which was only then examined 
for CO with the reversion spectroscope, was “‘ not more than 
5% saturated.’” By this time consciousness had been fully 
recovered, although the mental state was unsatisfactory. 
The patient had no memory of the events of the preceding 
evening and was completely disorientated in time. Radio- 
logical examination of the chest six hours after admission 
showed a fluffy mottling of the upper zone of the right lung 
(fig. 1). Twelve hours after admission no physical signs could 
be detected over this zone, and two days later the chest was 
radiologically clear. An electrocardiogram (fig. 2) taken on 
the fourth day showed inversion of the T wave in all leads. 
Further graphs showed the same change in chest leads (fig. 3). 
This abnormality gradually improved, T 1 being the first to 
become upright, and all the T waves were normal after 
eighteen days. 

A few days after admission the patient was able to remember 
his place of work and a recent summer holiday, previously 
forgotten. Simple mental arithmetic (subtraction), in which 
many mistakes had been made, became more accurate. At 
the end of two weeks memory and intellect were greatly 
improved, although curious gaps in his memory still persisted 
—e.g., when interviewed by his employer he could not recall 
many commonplace facts about his work, but remembered 
where certain private documents had been placed. The 
patient had previously been intelligent enough to have won 
a scholarship at school. 


PATHOLOGICAL PHYSIOLOGY 

Breathing air containing 2 parts of CO per 1000 will 
saturate half the haemoglobin in the body in about an 
hour (ialdane 1895) and lead to severe symptoms from 
oxygen-lack. Small animals and children develop 
symptoms of CO poisoning more severely and much 
earlier than human adults. This depends on the fact 
that in small animals all the blood in the body passes 
through the lungs many times a minute, instead of once 
a minute as in the resting human adult, and thus reaches 
a high degree of saturation more rapidly ; hence the use 
of mice and canaries as indicators of dangerous con- 
centrations of. CO. 

It should also be borne in mind that CO does not 
merely annihilate the oxygen-carrying capacity of the 
hemoglobin with which it is combined but interferes 
with the dissociation of oxygen from the haemoglobin 
which remains. Thus the symptoms of a patient with 
his blood half saturated with CO are far more serious 
than those of a patient suffering from anzemia with 50% 
hemoglobin. The deleterious effect on the dissociation 
of the remaining oxyhxemoglobin is counteracted by 
carbon dioxide. This explains why sufferers from CO 
poisoning—e.g., the dog in the above record—may 
collapse on being taken into the open air. Where the 
CO has been produced by imperfect combust.on it is 
always accompanied by a raised concentration of carbon 
dioxide ; the beneficial effect of the latter is lost on 
removal of the patient to the open air, while the CO is 
retained by its high affinity for haemoglobin. 


DIAGNOSIS 

The diagnosis of CO poisoning depends mainly on the 
history. ‘Che detection of CO in the blood after the 
usual delays of transit to hospital may be difficult. The 
rate of removal of CO from the blood at any moment 
depends on its concentration—high concentrations fall 
quickly to lower levels, while the last traces are only 
slowly eliminated. The reversion spectroscope, com- 
monly used in hospital laboratories for the detection of 
CO, does not give accurate results unless concentrations 
of 10% or more are present in the blood. Even in acute 
poisoning the concentration of the gas has usually fallen 
below this level in the course of afew hours. The history 
of exposure to a potential source of CO is therefore of 
much greater importance. Especially typical is the 
story of headache and confusion, followed by collapse 
on coming into the open air. This ‘ open-air collapse ”’ 
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Fic. 1—Radiogram showing patchy consolidation (? ate- 
lectasis) at right apex six hours after admission with 
acute CO poisoning. A few hours later the lungs were 
clinically and radiologically clear. 


there has been no carbon-dioxide 


, in some cases of coal-gas poisoning. 


will be absent if 
admixture e.g. 
CLINICAL MANIFESTATIONS 
With a blood saturation of 20°, fullness and throbbing 
in the head begin to be felt, and as the saturation 
approaches 40°, the headache becomes more severe, 
with dimness of vision and overbreathing. 
Towards 50°, there is mental confusion, and any effort 
precipitates intense dyspnoea. The patient is giddy and 
staggers on walking. Vomiting may occur. 
Although the blood looks pink on being taken for 
examination at this stage the usual appearance of the 
victim is one of sickly pallor. These symptoms are 
all much improved by breathing oxygen. 


some 


also 


COMPLICATIONS AND SEQUEL 
Central nervous system.—The brain is particularly 
susceptible to damage from anoxia. The mental 


capacity is often impaired, with confusion, disorientation, 
lack of judgment and amnesia. Speech defects and 
aphasia of various types may also occur. Apart from 
these mental changes, which usually progress to complete 
recovery, other symptoms may result from damage to 
parts of the central nervous system. The 
basal ganglia are specially apt to suffer, and parkinson- 
ism, with or without pyramidal-tract manifestations- 


selected 





4th day 


6th day 9th day 


Fic. 2— 


gradual recovery. 
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Standard lead electrocardiograms showing inversion of T in all leads and 
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e.g., hypertonia—may result. While dimness of vision 
is a feature of the acute stage recovery is the rule, but 
permanent damage to the sight occasionally ensues. 
This may be associated with changes in the fundi or 
damage to the visual centres. 

Cardiovascular system.—The blood-pressure may be 
low or well maintained, the pulse is usually rapid, and 
detailed examination of the heart may show changes 
of significance. Electrocardiographic changes often 
occur, especially in the T waves and ST segments. The 
T wave becomes shallow or inverted, particularly in 
lead 1 and this change may persist for many days. 
These electrocardiographic changes may be absent 
immediately after the exposure to CO and develop 
twelve to twenty-four hours later. The significance of 
this is not at all clear (Stearns, Drinker and Shaughnessy 
1938). 

Metabolism.—Claude Bernard noted that the urine of 
animals poisoned with CO often contained sugar, and 
this observation has been confirmed many times in 
both animals and man. The effects are ascribed to 
asphyxia acting through the central nervous system 
and the suprarenals. There is no evidence, however, 
that this ever leads to true diabetes. 

Respiratory system.—Bronchopneumonia is a frequent 
cause of death in severe CO poisoning. Mucus accumu- 
lates in the respiratory passages, and patchy lobular 





6th day 9th day 18th day 


Fic. 3—Chest leads (from above down: Lead 4R, left pectoral 
and right pectoral) showing inversion of T in all leads and 
gradual recovery. 


collapse is likely to develop with the possibility of 
superadded infection. The early, and fortunately aborted, 
phase of this complication was particularly well seen in 
the case described here. 


TREATMENT 


Immediate.—Having removed the patient from the 
CO-containing atmosphere no time should be lost in 
administering oxygen, and preferably oxygen plus 7% 
carbon dioxide (Heller, Killiches and Drinker 1929). 
Emphasis has already been placed on the importance 
of carbon dioxide in making more oxygen available to 
the tissues. In addition, it is the best stimulant to the 
respiratory centre we possess. It has been shown that 
following even a short exposure to CO much of the result- 
ing damage occurs after removal from the poisonous 
atmosphere. This is due to the loss of the beneficial 
effects of carbon dioxide, and as the breathing becomes 
shallow CO is not removed rapidly enough. 
The new B.L.B. mask (Card et al. 1940) 
provides a very effective way of giving an 
oxygen and carbon-dioxide mixture. 
Should breathing cease this mask can be 
kept on while artificial respiration is 
attempted. Warmth is very important 
in the early treatment, for the body 
temperature is often low. Drugs have no 
place at present in the immediate treat- 
ment of CO poisoning. 

After-care.—It is clear from the case 
recorded here that a person exposed to CO 
may suffer from the sequelz of exposure 
long after the gas has been eliminated 
from the blood. The patchy atelectasis 
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of this boy’s right lung might well have become a full- 
blown bronchopneumonia. His _ electrocardiographic 
abnormalities took a fortnight to disappear. Although 
their exact significance is not known we feel that cases 
showing such changes should be under observation and 
should not be allowed to resume full activities. Finally, 
although this young man was recovering his normal 
mental state, the process was relatively slow; thus it 
may be some time before a patient can be allowed to 
care for himself. 
SUMMARY 

Accidental carbon-monoxide poisoning may become 
common from the rupture of gas-mains by bombs, from 
exposure to explosive gases and from fires in inefficiently 
ventilated shelters. 

A case is described in a young man who warmed his 
shelter with a bucket of hot coals. 

The symptoms are increasing headache, dimness of 
vision, hyperpnoea, confusion, giddiness and vomiting. 
Collapse often follows removal to the open air. With- 
drawn blood may look pink but the patient is pale. 
Owing to the difficulty of detecting small amounts of CO in 
the blood the history is of prime importance in diagnosis. 

Complications and sequel include mental impairment, 
tachycardia, electrocardiographic changes, glycosuria, 
and pulmonary lobular collapse often leading to broncho- 
pneumonia. 

Treatment consists in removal from the poisoned 
atmosphere, administration of oxygen and carbon 
dioxide, and warmth. Complications may require 
lengthy aftercare. 


We wish to thank the Chief Medical Officer, London County 
Council, for permission to publish this case. 


REFERENCES 


Card, W. I., Smith, J. F., Griffiths, W. J., McSwiney, B. A. and 
Savage, B. (1940) Luncet, 1, 398. P 

Hadfield, G., Swain, R. H. A., Ross, J. M., Drury-White, J. M. 
(1940) Ibid, 2, 478. 

Haldane, J. 8. (1895) J. Physiol. 18, 430. : 

Heller, E., Killiches, W. and Drinker, C. K. (1929), J. industr. Hyg. 


Stearns, Ww. H., Drinker and Shaughnessy, T. J. (1938) Amer. 
Heart J. 15, 434. 


For full review consult Drinker, C. K. Carbon Monoxide Aspbyxia, 
London, 1938; also Killick, E. M. Physiol. Rev. 1940, 20, 313. 


LEUCOCYTE COUNT IN RUBELLA 
By Martin Hynes, M.D.Camb., M.R.C.P. 


ASSISTANT PATHOLOGIST, E.M.S. PATHOLOGY SERVICE 


(From the L.C.C. Growp Laboratory and North-Western 
Hospital, Hampstead) 


THE epidemic of rubella in the winter of 1939-40 
afforded an opportunity of observing the leucocyte count 
in this infection. Only adults were studied, for the most 
notable change in the blood is in the leucocytes of the 
lymphocyte system, and in children a lymphocytosis 
is a non-specific reaction to many infections. 


MATERIAL AND METHODS 
Blood was obtained from 37 males aged fifteen to 
thirty-nine (mean twenty-two) and 24 females aged 
eighteen to forty-five (mean twenty-four). One to four 
blood-counts were done on each patient during the first 
two weeks of the disease, making a total of a hundred 
and thirty-three counts (see table). The days of the 
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disease were numbered from the onset of the rash, the 
first day being the day on which it appeared. (In 23 
patients the rash appeared on the first day, in 20 on 
the second, in ‘10 on the third, and in the remaining 8 on 
the fourth to seventh day.) A differential count of 200 
cells was made at each examination, on films stained by 
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Leishman’s method, and expressed as the total number 
per c.mm. besides the percentage of the various cells. 
The percentage differential count may mislead if it is not 
correlated with the total leucocyte count ; for example, 
the mean neutrophil percentage fell progressively from 
64% on the first day to 44% on the fifth, yet the mean 
number of neutro- 
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Fie. 1—Mean leucocyte counts in rubell on Sas. can a8 Ge 
Day 1 is the day of onaet of the am patient nor by the 
The horizontal lines at the side show the Severity of the 
normal mean. disease or the dura- 

tion of pyrexia. 
Total leucocyte count.—The mean leucocyte count was 
low at the beginning but rose steadily, passmg the normal 
mean of 7000 per c.mm. on the sixth day and reaching 

9000 per c.mm. by the tenth day. About a sixth of the 

patients had a leucopenia (< 4000 per c.mm.) during the 

first four days, but none after this, and a few had a 

leucocytosis (> 10,000 per c.mm.) after the sixth day. 

The lowest count was 1400 per c.mm. on the first day, 

and the highest 14,000 per c.mm. on the eleventh day. 
Neutrophils.—The mean neutrophil count was 3000 

per c.mm. for the first six days and then rose to 5000 per 

c.mm. by the tenth day. Half the patients had a neu- 

tropenia (< 3000 per c.mm.) on the first two days, a 

third on the sixth 

day,and only a tenth I — 

after the tenth day. 500 

A third had a neutro- 

phil leucocytosis 

(> 6000 per c.mm.) 

on the tenth and 

subsequent days. 

The lowest neutro- 

phil count was 868 

per c.mm. on the first 

day, and the highest 

7840 per c.mm. on 

the eleventh. 
Schilling count.— . 

The observations 23456 a3 

made by MacBryde DAYS Ai fia ds 

and Charles (1935) pig, 2—Mean leucocyte counts in rubella. 

on the Schilling Explanation as in fig. 1. 

neutrophil count in 

rubella were confirmed by this series. At the onset there 

was a& at increase in stab cells, which during the first 

three days constituted half the neutrophils; then the 
proportion fell to the normal 10% by the ninth day. The 
highest stab-cell count was 84% of the neutrophils on 
the third day (juveniles 0, stabs 50, segmented 10), and 
the lowest at the onset was 10% of the neutrophils on the 
second day (juveniles 0, stabs 6, segmented 53). Juvenile 
neutrophils were very rare throughout the disease. The 
counts did not confirm that ‘‘ the recovery phase in rubella 
is associated with a high-grade shift to the left in the poly- 
morphonuclear cells ’’ (cf. Whitby and Britton 1939). 


Eosinophils and basophils.—The eosinophil count was 
low at the onset but rose concomitantly with the neu- 
trophil count. A slight eosinophilia developed in a few 
cases at all stages, the highest figures recorded being 
770 per c.mm. on the sixth and eleventh days (normal 
150-400 per c.mm.). About the normal number of 
basophils was seen throughout. 

Lymphocytes.—The mean lymphocyte count was low 
at the beginning; on the first day 6 out of 7 patients 
had a lymphopenia (< 1500 per c.mm.), and on the second 
day 12 out of 22. The count rose rapidly, however, 
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and from the fifth day onwards there was a lympho- 
cytosis, with a mean count of about 3000 per c.mm. 
(normal mean 2000 per c.mm.). As early as the third 
day 4 out of 27 patients had a lymphocytosis (> 2700 per 
c.mm.), and subsequently the proportion was a half to 
two-thirds. The lowest lymphocyte count was 266 per 
c.mm. on the first day, and the highest 6160 per c.mm. 
on the sixth day. 

Vonocytes.—-The mean monocyte count remained 
within normal limits, about 500 per c.mm. throughout 
the period of observation. An occasional patient had a 
monocytosis (> 800 per c.mm.) at all stages, but half 
the patients had fewer monocytes than normal (< 350 
per c.mm.) during the first six days. 


TURCK CELLS AND PLASMA CELLS 

The presence of certain abnormal leucocytes in the 
blood in rubella is generally recognised, but there is no 
agreement about which of them should be described as 
Turck cells and which as plasma cells. The plasma cell, 
however, can be strictly defined, because it is commonly 
seen in bone-marrow smears, in the blood in other 
diseases, and in histological sections. The appearance 
of the Tiireck cell is much more variable, and “ inter- 
mediate ’’ cells should be classified as Tiirck cells and 
not as plasma cells. 

The plasma cell is an oval cell about 8-14 » in diameter, 
with an eccentric nucleus 5-7 » in diameter, which shows 
well-marked ‘ cartwheel’’ condensation of the chro- 
matin. The cytoplasm is a deep lilac, with a clear space 
on the central side of the nucleus. 

The earliest form of Tiirck cell, which was seen most 
commonly at the onset, is a large oval cell 25-40 » in 
diameter, with a nucleus 15-30 ». The nucleus has a 
well-defined fairly light reticulum, with two to five 
prominent nucleoli. The cytoplasm is lilac and often 
vacuolated or with a clear space at one side of the 
nucleus. These may be the cells described as lympho- 
blasts by Carroll (1934), but they are very different from 
the true lymphoblast. In this series two of these cells 
were in mitosis and two had a double nucleus. A more 
mature type of Tiirck cell was always commoner than 
these early forms and was the only type seen later in the 
disease. As the cell matures it becomes smaller, the 
nucleus loses its nucleoli, and its chromatin condenses ; 
hence finally it merges with the typical plasma cell. 

Almost every patient showed these Tiirck cells through- 
out (the exceptions being 1 case on the sixth day, 1 on 
the ninth, 3 on the tenth, 1 on the eleventh, and 2 on the 
twelfth), and in every patient they were present in the 
earlier blood-counts. The mean was 90 per c.mm. (2°5% 
of the total leucocytes) on the first day, on the fourth 
day it reached its maximum of 500 per c.mm., and then it 
declined steadily to 80 per c.mm. on the eleventh day. 
The highest count was 1056 per c.mm. (11% of the total 
leucocytes) on the fourth day. 

Plasma cells, as strictly defined above, were much 
rarer than Tiirck cells. They were absent in 5 out of 
7 patients on the first day, in a half to a third during the 
first week, and in the great majority from the ninth day 
onwards. The mean count rose to a maximum of 100 
per c.mm. on the fourth and fifth days and then fell 
steadily to 0 on the eleventh day. The highest count was 

410 per c.mm. (5% of the total leucocytes) on the fourth 
day. 
OTHER INVESTIGATIONS 

Erythrocyte sedimentation-rate.—In 35 patients this 
was measured by Wintrobe’s (1933) method and “ cor- 
rected ’’ for cell volume by the method of Hynes and 
Whitby (1938); fifty-three of the eighty-six observa- 
tions made during the first twelve days were normal, 
but 10 patients had a slight or moderate increase during 
the first week. The higher rates were usually, but not 
invariably, associated with a temperature above 100° F. 
There was no correlation between any other feature of 
the blood-count and the sedimentation-rate. 

Paul-Bunnell heterophil antibody test.—This was per- 
formed in 26 patients at the onset and repeated about 
the tenth day; it was negative in every case. The 
technique of Davidsohn (1939) was used. 


DIFFERENTIAL DIAGNOSIS 


Veasles.—The changes in the blood-picture in measles 
are often the same as in rubella, with large numbers of 


Tiirck cells and plasma cells (Carroll 1934). These cells 
were absent on the first day in 1 adult with measles in 
this series, but by the fifth day the blood-count was 
identical with that of rubella. Another patient had no 
Tiirek or plasma cells on the first day, but no further 
counts were done. 

Scarlet fever.—The initial leucocytosis of scarlet fever 
contrasts strongly with the leucopenia of rubella. French 
(1939), for example, in a series of 170 untreated cases 
found the mean leucocyte count to remain at 16,000 per 
c.mm. during the first nine days. During the first week 
no patient had less than 5000 leucocytes per c.mm., and 
94% had more than 10,000. About 80 or 90% of the 
cells are neutrophils, some of which may contain Ddéhle 
bodies—irregular blue clumps about 2 » in diameter. 
These bodies may be found in measles but not in 
rubella. 

Glandular fever.—The characteristic blood-picture 
and positive Paul-Bunnell reaction in glandular fever 
clearly distinguish it from rubella. 


SUMMARY 

(1) Serial leucocyte counts were 
adults with rubella. 

(2) A leucopenia was the rule at the onset, with the 
leucocyte count rising to the upper limit of normal by 
the tenth day. 

(3) At the onset half the patients had an absolute 
neutropenia, which gradually became corrected, until 
after the tenth day a third of the patients had an abso- 
lute neutrophil leucocytosis. 

(4) There was an absolute lymphopenia at the onset, 
but an absolute lymphocytosis after the fifth day. 

(5) Tiirek cells were always present and commonly 
numerous and reached their maximum about the fourth 
day. Plasma cells were present in a half to two-thirds 
of the patients during the first week but disappeared 
after this. 

(6) The erythrocyte sedimentation-rate was usually 
normal, but it was increased in a quarter of the patients 
during the first week. 

(7) The Paul-Bunnell test was negative. 

(8) A leucocyte count is sufficient to distinguish 
between rubella and scarlet fever or glandular fever, 
but not between rubella and measles. 


performed on 61 


REFERENCES 

Carroll, J. V. (1934) Lancet, 1, 182. 

Davidsohn, I. (1939) Personal communication to Whitby and 
Britton (1939). 

French, J. O. (1939) Lancet, 2, 127. 

Hynes, M. and Whitby, L. E. H. (1938) Ibid, 2, 249. 

aes C. M. and Charles, C. M. (1935) Arch. intern. Med. 56, 
935. 


Whitby, L. E. H. and Britton, C. J. C. (1939) Disorders of the 
Blood, 3rd ed, London. 
Wintrobe, M. M. (1933) Amer. J. med, Sci, 185, 58. 


MODIFIED FLOW-METERS FOR 
ANASTHETIC GASES 


By E. A. PasK, M.B. Camb., D.A. 


(From the Department of Anesthetics, University of 
Oxford) 


THE simplest type of gas flow-meter for anesthetic 
work is the water-depression meter. The principle of 
this is seen in fig. 1. The gas flows from the source 
through the tube A-B-C-—D-E. At the point C it meets 
a constriction which resists its passage. If gas is to 
flow, therefore, the pressure at the point B must be 
greater than that at the point D, and this difference in 
pressure (measured by the manometer U) bears a relat ion 
to the rate at which gas is passing through the constric- 
tion C. Fora given gas the manometer can be graduated 
in terms of volumes of gas flowing through the constric- 
tion in unit time. . ; 

The usual application of this principle in anesthetic 
practice is illustrated in fig. 2. X is a gas-tight jar, 
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containing water up to the level Y. Gas enters through 
the tube A—B and escapes through the jet C into the 
space D above the water in the jar, and thence through 
the tube E to the apparatus to be supplied. Points B 
and D correspond to those in fig. 1, and again the 
difference in pressure between these two points is related 
to the rate at which gas passes through the constriction 
(jet C), but in this case the difference is measured by the 
degree to which the water level in the transparent tube 
Z is depressed below the water level in the jar X. 

This type of meter has certain characteristics which 
may in some circumstances be disadvantageous. (1) 
The meter is usually bulky, for in order to obtain a 
suitable scale the jar must be tall. (2) If gas in excess of 
that registrable on the scale is passed through the meter 
it bubbles from the bottom of the tube Z through the 
water in X and is liable to throw moisture on the jet, 
leading to blockage and corrosion. (3) For anesthetic 
purposes very fine-bore jets are needed and these are 
difficult to clean, especially if a soft metal such as brass 
is used which scores easily. If the jet is partially 
blocked, or if its bore becomes enlarged by injudicious 
cleaning, the meter will be unreliable. (4) The scale of 
the meter, when graduated in terms of volumes per 
minute, is far from linear. For example, in a meter 
designed to register 0-500 c.cm. of oxygen per minute 
the increase in depression produced by altering the rate 
of flow from 50 to 100 c.cm. will be much less than that 
produced by altering the rate from 450 to 500 c.cm. 
per minute. In other words the readings are com- 
pressed at the low end of the scale 
and expanded at the high end. 
For most purposes this is the 
reverse of what is desired. 
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Fie. 1 Fie. 2 


Fic. 1—Principle of water-depression meter. Gas flows from A to 
E : 


. Cis a constriction, resisting the passage of the gas, and U a 
manometer. 

Fic. 2—Application of water-depression principle to anesthetic 
practice. X is a gas-tight jar containing water to level Y. 
Gas enters by A—B and escapes through jet C into space D and 
so to tube E. Pressure is measured by depression of water in Z. 


MODIFICATIONS 


An attempt has been made to modify these character- 
istics by the following means. 


Instead of a jet, a length of several centimetres of capillary 
tubing is used to form the “ constriction.’ Since the resist- 
ance is then spread over a considerable distance, instead of 
being concentrated in an orifice, the bore of the corstriction 
can be greater. If the material used for the capillary is a 
hard one, such as stainless steel or thick-walled glass tubing, 
cleaning is facilitated since the bore is not easily deformed. 
Further, when a length of capillary tubing is substituted for a 
jet the scale becomes much more nearly linear. 

In order to limit the size of the necessary container, two 
constriction capillaries have been arranged in circuit with a 
single depression tube so that by manipulating a tap either 
one or both capillaries can be used to produce the necessary 
resistance. Thus one depression tube can be made to read 
on either a “ coarse-flow ” or “‘ fine-flow ”’ scale. 

In order to overcome the difficulty described in (2) above, 
the layout of the circuit has been modified as shown in 
fig. 3. 


Several meters have been built incorporating some or 
all of the modifications. Two will be described as 
examples. 

Meter for small or large rates (fig. 3).—Gas flows from 
A through either one or both of the constriction 
capillaries C.I. or C.II., according to whether tap T is 
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closed or open, and thence through the out-flow tube 
D-E. The pressure at B is transmitted to the surface 
of the water in the depression tube Z; that at D is 
transmitted to the surface of the water in the jar X, by 
means of the tube P. This tube is of small bore, since 
its normal function is only to equalise pressures, and its 
exit from X is shielded by a baffle. If ‘ bubbling- 
through ”’ occurs in the bottle it is unlikely that water 
will find its way into the tube, but even if it does it will 
not come into contact m B 
with the constriction + 
capillaries C.1. and C.I1. 
The object here was 
to produce a meter, as 
inexpensive as possible, 
which would be capable 
of measuring accurately 
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flows from A-—B 
through the two 
capillary tubes C.I 
and C.II to E-D, 
the pressure being read on the 
scale to the right of tube Z. For 
smaller rates the tap is closed, 
the gas flows through the finer 
capillary tube C.I only, and the 
pressure is read on the left-hand 
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rubber pressure tubing, = 
and standard gas-fitters 
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scale. P isasmall-bore tube for 
other for oxygen. For equalising pressure. X is a7 in. 
the sake of simplicity honey pot. 
only the oxygen depres- 
sion tube is illustrated in fig. 3. The depression 


tube is connected to two constriction capillaries, one of 
which is controlled by a tap (T). With the tap open 
flows of 0-3 litres per min. can be read on the scale to 
the right of the tube, while when the tap is closed 
resistance to the flow of gas is of course increased and 
flows of 0-500 c.cm. per min. in units of 50 c.cm. can be 
read on the scale to the left of the tube. The latter 
scale is employed for closed-circuit work. Non-return 
valves (bicycle-tyre valves) are incorporated in the gas 
inlets. The meter screws on a Boyle’s bottle in the same 
way as the familiar bubble sight-feed bottle. Either 
nitrous oxide or oxygen can be bubbled through the 
meter without influencing 
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required quickly, and the = jo 17 

accuracy of the readings is NEEDLE 

not greatly disturbed if the 
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what different design and apt: 

employs an external de- yortieg 
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designed to measure very 
small flows of oxygen— 
0-50 c.cm. per min. in 
5 c.cm. per min. divisions. 
Here the constriction 
capillary is a standard No. 17 stainless steel hypodermic 
needle, and the flow of oxygen through it gives a scale 
reading which is almost linear. 


DEPRESSION TUBE 





Fic. 4—Meter for measuring very 
small rates of flow. 


I am indebted to Mr. R. Salt, technician to this department, 
for his coéperation in the construction of the meters, all of 
which are calibrated empirically. 
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CHEMOTHERAPEUTIC INVESTIGATIONS ON 
THE VIRUS OF 
LYMPHOGRANULOMA VENEREUM 


By G. M. Frnptay, C.B.E., M.D., D.Se. Edin. 


(From the Wellcome Bureau of 


London) 


Scientific Research, 





IN a previous communication (MacCallum and Findlay 
1938) evidence was brought forward to show that 
sulphanilamide and 4 4’-diaminodiphenylsulphone 
glucoside were capable of protecting a considerable 
proportion of mice against infection with active strains 
of the virus of lymphogranuloma venereum (lympho- 
granuloma inguinale) injected intracerebrally. Prosepta- 
sine (p-benzylaminobenzenesulphonamide) was of less 
value. Bar (1938) obtained similar good results with 
sulphanilamide in mice as did Levaditi (1938a) in 
guineapigs. 

In further experiments Levaditi (1938b, c and d) found 
that sulphanilamide, uleron, sodium 4-sulphamido- 
benzene-azo-3’ : 5’-diaminobenzoate and p-acetylamino- 
benzenesulphon-dimethylamide (Girard 111) were all 
active in preventing infection in mice, the last compound 
being specially effective. The activity of bis (p-phenol- 
sulphonylaminophenyl)sulphone (Girard 138) was slight, 
while dihydroxydiphenylsulphone and 4-nitro-4’-amino- 
diphenylsulphoxide were inactive. Dipotassium p-sulph- 
amido-phenyl-azosalicylate (lutazol, G33) synthesised 
in 1936 by Goissedet and others was found by Levaditi, 
Vaisman and Reinié (1939) to possess considerable 
activity in a single experiment on a monkey and in mice 
infected with lymphogranuloma venereum. In America, 
Hebb, Sullivan and Felton (1939) have employed sodium 
sulphanilyl sulphanilate and sodium sulphanilate with 
success while sulphapyridine has been used by Schloss- 
berger and Bar (1930) and the same compound, as well 
as sulphathiazole, by McKee and others (1939). Albucid, 
diseptal B, diseptal C, soluseptasine and rodilone have 
also been found to have a curative action in mice (Bar 
1940). 

The experimental successes obtained in animals have 
been paralleled by a considerable number of clinical 
trials in man. Trautman and Thomason (1938) prefer 
sulphanilamide to fever therapy in cases of lymphogranu- 
loma venereum with involvement of the inguinal lymph- 
nodes, since they find (1940) that with sulphanilamide 
therapy the length of stay in hospital is reduced by more 
than half as compared with other methods of treatment. 
Shafferand Arnold (1938) and Shropshear (1938) have also 
used sulphanilamide not only in cases with buboes but 
in those with rectal stricture. Other observers such as 
Earle (1939a and b), Weissenbach and Temine (1939), and 
Durel and others (1939) have used sulphapyridine with 
good results in man. 


PRESENT INVESTIGATIONS 

Despite the large number of compounds which have 
been shown to possess an action on the virus of lympho- 
granuloma venereum no attempts have been made to 
assess their relative efficiency in experimental infections 
in mice. In the following experiments, therefore, mice 
injected intracerebrally with the virus of lymphogranu- 
loma venereum were treated with a daily dose of 10 
mg. per 20 g. of body-weight of the following compounds ; 
sulphanilamide, lutazol, sulphapyridine, sulphathiazole, 
sulphamethylthiazole and the disodium salt of 4: 4’-dis- 
o-carboxy benzoylaminodiphenylsulphone, which will be 
referred to here under its laboratory number 209/178. 
The daily dose was divided into two equal portions given 
morning and evening. 

With the exception of the last, which being freely 
soluble was injected subcutaneously, the compounds were 
suspended in gum acacia and fed to mice by stomach 
tube twice daily. The first dose was administered within 
twenty minutes of the intracerebral injection of the 
virus and thereafter for six days. The treated and 
control mice were kept under observation for fourteen 
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days, and 100 mice were treated with each compound, 
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the same number being used as controls. At the same 
time a number of other sulphonamide, sulphone and 
sulphide derivatives prepared by Dr. T. A. Henry and 
Mr. W. H. Gray were tested for their action on the virus 
of lymphogranuloma venereum. These compounds were 
suspended in sterile olive oil so that 10 mg. was contained 
in 0-2 c.cm. of oil: the oil was injected into the muscles 
of the thigh in doses such that the mice received 10 mg. 
per 20 g. of body-weight. 

The results obtained with sulphanilamide (table 1) 
show that of 100 treated mice 53 survived, while only 14 


TABLE I—EFFICIENCY OF VARIOUS COMPOUNDS IN PROTECTING 
MICE INJECTED INTRACEREBRALLY WITH VIRUS OF LYMPHO- 
GRANULOMA VEREREUM 
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control mice lived. At the same time the average 
number of days from inoculation both to the develop- 
ment of symptoms and to death was longer in the treated 
than in the controls. The effects with lutazol, sulphapy- 
ridine, sulphathiazole, sulphamethylthiazole and 209/178 
are also shown in the table. If the number of control 
mice surviving in the experiments with each compound is 
represented’ by unity the relative efficiency of the various 
compounds can be represented by the following figures : 


Relative Relative 

Compound proportion Compound proportion 

of survivors of survivors 
~~ nee, ee 2-20 Sulphathiazole 2-50 
utazol we 1-95 Sulphamethylthiazole 4:10 
Bulpbapyridine a 3°84 209/178 1-82 


It will be seen that the most efficient compound was 
sulphamethylthiazole, which was slightly more efficient 
than sulphapyridine. Sulphathiazole and sulphanil- 
amide were almost identical if somewhat less active than 
the two former, while of slightly less activity were 
lutazol and 209/178. All these compounds were also 
tested for possible activity in mice on the viruses of 
yellow fever (neurotropic strain) Rift Valley fever, 
lymphocytic choriomeningitis and influenza A (WS. 
strain). 

In the case of the other compounds tested for 
activity against the virus of lymphogranuloma venereum, 
12 treated and 12 control mice were observed for fourteen 
days ; each mouse received the drug on six consecutive 
days. ‘The results are shown in table 1 

Of these compounds only ammonium 4-nitrobenzene- 
sulphonate, and 4 : 4’-dinitrodiphenylsulphone showed 
some activity against the virus of lymphogranuloma 
venereum. Further investigations are being carried out. 
These compounds were all ineffective for the viruses of 
yellow fever, Rift Valley fever, influenza A, and lympho- 
cytic choriomeningitis except that 4-dihydrochaul- 
moogramidobenzenesulphonamide appeared to  pro- 
duce slight retardation in the development of symp- 
toms due to the virus of lymphocytic choriomeningitis. 
On repeating the experiment, however, with larger 
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TABLE II-—ACTIVITY OF COMPOUNDS AGAINST 
LYMPHOGRANULOMA VENEREUM 


VIRUS OF 


Each + represents the survival of 2 treated mice after the death 
of the corresponding controls. 


Compound Activity 

Methyl 4-nitrobenzenesulphinate .. me “a ee - 
4-Nitrobenzoyl-4’-aminobenzenesulphonamide oe ws - 
4-Nitro-4’-sulphonamidodiphenyl ether oe és ee - 
4-(-2’-Pyrrolidone-5’-carboxyamino)-2-methylbenzenesul- 

phonamide ae ae on ee oe o« 
4-Dihydrochaulmoogramidobenzenesulphonamide 
4-Quininamidobenzenesulphonamide te 
Diphenylsulphone-4 : 4’-bis-azo-8-hydroxyquinoline 
t : 4’-Dinitrodiphenyl disulphide a ae ar 
Ammonium 4-nitrobenzenesulphonate <A om -. +++ 
4 : 4’-Dinitrodiphenylsulphone Se aM a <1 an 
4-Amino-4’-nitrodiphenylsulphide ad 


+t+Iiiriiti 


numbers of mice no significant difference could be found 
between treated and control mice. 

A small number of mice have been given sulphanil- 
amide and sulphapyridine mixed with their food and have 
been successfully protected against intracerebral inocula- 
tion of the virus of lymphogranuloma venereum. This 
method of giving drugs ensures a more constant concen- 
os — of the compound in the blood (cf. Litchfield et al. 

39). 


SUMMARY 


Experiments on mice infected intracerebrally with the 
virus of lymphogranuloma venereum and treated daily 
by mouth with 10 mg. per 20 g. mouse showed that 
under the experimental conditions employed the most 
active compound was sulphamethylthiazole, followed by 
sulphapyridine, sulphathiazole, sulphanilamide, lutazol 
and di-sodium 4 4’-bis-o-carboxylbenzoylaminodi- 
phenylsulphone. Unfortunately in man sulphamethyl- 
thiazole may occasionally cause polyneuritis. 

These compounds had no action when tested in mice on 
the viruses of yellow fever (neurotropic strain), Rift 
Valley fever, influenza A (W.S. strain) and lymphocytic 
choriomeningitis. Among a number of other com- 
pounds tested for activity on the virus of lymphogranu- 
loma venereum ammonium 4-nitrobenzenesulphonate 
and 4: 4’-dinitrodiphenylsulphone showed _ slight 
activity. 


Supplies of lutazol for these experiments were provided by 
the Roussel Laboratories Ltd. through the Therapeutic Trials 
Committee of the Medical Research Council, to whom my 
thanks are due. Dr. A. J. Ewins of Messrs. May and Baker 
kindly supplied sulphathiazole and sulphamethylthiazole, 
while for the compound 209/178 I am indebted to Dr. T. A. 
Henry and Mr. B. Platt of the Wellcome Chemical Research 
Laboratories. 
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SUCTION FOR CARBUNCLES AND BOILS 


By W. I. DE Courcy WHEELER, Kt., M.D. F.R.C.S.I. 
SURGEON REAR-ADMIRAL, R.N. 





SUCTION in the treatment of carbuncles and boils has 
been employed by me for many years (see Med. Annu. 
1932, p. 88). The method is so simple that surgeons 
have hesitated to draw attention to its merits, and con- 
sequently it has escaped the notice it deserves. 

The rapid cure of a recent case admitted among the 
wounded into a naval hospital aroused the interest of 
some of my junior colleagues and suggested this note. 
The patient had a 
severe carbuncle on 
the back of his neck, 
with widespread in- 
duration, toxemia, 
and a high tem- 
perature. This is 
the type of case 
which responds best 
to suction. Minor 
cases do well with 
almost any form of 
treatment, includ- 
ing radiotherapy. 

By the applica- 
tion of suction pus, 
blood, and debris 
can be painlessly 
withdrawn. It 
floods the tissues with blood and is a simple substi- 
tute for the injection of whole blood beyond the 
margin of induration, as suggested by Carp. No anzs- 
thetic is required, and the procedure is free from risk. 
To apply suction (see figure) two or three Bier’s cup- 
ping:glasses of different sizes should be at hand. If 
the induration of the neck is widespread, it may be 
difficult to approximate the entire circumference of a large 
glass closely to the skin. Asmallersize is then substituted 
and placed centrally over the involved area. The glass 
is connected by pressure tubing to an electric suction 
apparatus, regulated so that the glass is held firmly in 
position without causing pain. The strength of the suction 
is gradually increased until thick pus and blood wellslowly 
into the glass. ‘The process is continued for about five 
minutes and repeated daily for a few days. Pain is a 
signal to reduce the amount of negative pressure. After 
each sitting the patient usually acknowledges consider- 
able relief and asks for a repetition. The slough finally 
appears in the glass. If a suction apparatus is not at 
hand, one of the commoner suction cups, such as a breast 
pump, will suffice, but they cause more pain. Boils are 
treated in a similar manner. 





The cup applied to a carbuncle on the neck 
while the patient lies prone. 


CRYPTOGENIC PNEUMOCOCCAL SEPTICZMIA 
FAILURE OF SULPHAPYRIDINE 
By R. P. A. Riae, M.D. Edin. 
HONORARY PHYSICIAN TO THE ROYAL INFIRMARY, PRESTON; AND 


R. T. Cooke, M.D. Edin. 
ASSISTANT PATHOLOGIST TO THE INFIRMARY 





TuE following is an example of primary pneumococcal 
septicemia, an uncommon condition occasionally seen 
in young people. The child died of meningitis in spite 
of the apparent stemming of the blood infection by 
sulphapyridine. 

Agirlof 10 was admitted to the Preston Royal Infirmary 
at 10.35 p.m. on June 23, 1940, having become suddenly 
ill at 9 p.m. two days before, with shivering, stuffiness in 
the nose, and, shortly after, vomiting. She had had 
intermittent nasal catarrh for about two years, but no 
facial pain or purulent nasal discharge to suggest infec- 
tion of the paranasal sinuses. In July, 1937, splenec- 
tomy was performed after two months tiredness, pallor, 
and finally jaundice. She made good progress after the 
operation. There was no history of any similar illness 
in the family. The day before admission she was con- 
fined to bed with headache and delirium; and on 
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admission was delirious and vomited several times, but 
made no complaint of joint pains. She was of slim 
average build, with a temperature of 102° F., pulse-rate 
120, and respiration-rate 26 permin. There was stiffness 
of the neck and hamstring muscles, and lumbar puncture 
was performed. Pending the report on the cerebro- 
spinal fluid sulphapyridine (M. & B. 693), 0-75 g., was 
given at 2 a.m. and four hourly thereafter. The child 
slept well after morphia gr. 1/8. 


The C.S.F. was clear and contained 14 mononuclear cells 
per c.mm., no excess of globulin or protein (30 mg. per 100 
e.cm.) ; chloride,750 mg. per 100 c.cm. ; normal Wassermann 
test and gold curve ; the specimen was not cultured. 

On the 24th herpes was present on the upper lip, the child 
was conscious all day, but that night was again delirious and 
vomited clear fluid several times. Movement of the right 
lower ribs appeared sluggish. Next day she was restless, and 
in the evening complained of pain in the right knee; the 
temperature, which had been subnormal for 24 hours, rose 
again to 100° F. A blood-count showed no anwmia, but 
22,400 white cells per c.mm. (polymorphs 70%, lymphocytes 
27%, and large hyaline 3%). Nepenthe, IIx, had good effect 

night, and there was no further 


during another restless 
On the 26th the right knee was acutely inflamed, 


vomiting. 
with maximal swelling just above the patella, whence 10 c.cm. 
of thick, pale green, odourless pus was drawn. This yielded 
a pure growth of type I pneumococci on culture. Radiograms 
of the chest and right knee were normal. Broth inoculated 
with 5 c.em. of blood at 6 P.M. was turbid with pneumococci 
next morning. The child slept more quietly, but it was 
decided to increase the dose of sulphapyridine to 2 g. four hourly 
for 3 days. Next day she was still delirious and the left 
elbow was painful and slightly swollen. Besides the doses by 
mouth, 4 g. of the soluble sodium salt was injected during the 
day. White cells were 28,000 per c.mm. (polymorphs 61%, 
lymphocytes 37°, and large hyalines 2°). That night the 
child, though delirious, took fluids well, but next day was 
incontinent. The site above the right patella was again 
needled but found to be dry ; from the knee-joint, however, 
25 c.cm. of thin pale brown odourless pus was aspirated, which 
(although a few degenerate pneumococci were seen in a film) 
was sterile, and showed sulphapyridine in the high concentra- 
tion of 22-2 mg. per 100 c.cm. free, and 33-6 mg. per 100 c.cm. 
total. White cells were 18,600 per c.mm. (polymorphs 59%, 
lymphocytes 36%, and large hyalines 5%). After another 
delirious night blood was taken on the 29th for culture 
(sterile after 2 days aerobic incubation) and for estimation of 
sulphapyridine (17-0 mg. per 100 c.cm. free, and 24-6 mg. total). 
White cells showed little change (19,000 total, polymorphs 
70%, lymphocytes 28%, and hyalines, 2%). At 10.30 p.m. 
the sulphapyridine was reduced to 1 g. four hourly ; the child 
slept soundly, and was much better and fully conscious all 
next day. This night too she slept well, but vomited at 
2a.M. The temperature, which had risen by steps to 102° F. 
on June 28, had fallen gradually (together with the pulse-rate) 
until, on June 30, it was between 98° F. and 99° F. and the 
pulse between 110 and 130 per minute. 

On July 1 the general condition had relapsed gravely ; the 
temperature was 102° F., the child fidgety, with dry tongue, 
and slightly prominent eyes; the left elbow and the right 
knee appeared normal, and could be moved actively and fully. 
The neck could be flexed passively with fair The 
question of overdose of sulphapyridine was in mind, but it was 
decided to give Lugol’s iodine, Il xv, in milk by mouth, and 
a further 3 doses of Mv four hourly. The white cells had 
risen to 35,000 (polymorphs 62°, lymphocytes 34% and 
hyalines 4%). After a restless night the child was in opistho- 
tonos next morning, making irregular convulsive movements 
of the face and limbs. The temperature was climbing and the 
white cells 50,000. Empirically, as an attempt to 
neutralise the sulphapyridine, 6 c.cm. of 25% solution of 
nicotinic acid was given intramuscularly, and at noon lumbar 
puncture was done for the second time. The C.S.F. was 
turbid, and films showed that the turbidity was due, apart 
from a fair number of pus cells, to pneumococci. There was 
an excess of globulin, and the protein and chloride contents 
were 400 and 800 mg. per 100 c.cm. respectively ; sulpha- 
pyridine was present in the high concentration of 20-4 mg. 
per 100 c.cm. free, and 34-8 mg. total. The child died at 
2 p.m. and the body was examined three hours later. The 
child had received 66-75 g. of sulphapyridine during 8 days. 


ease. 


were 


At necropsy the spleen was absent ; purulent exudate 
covered the brain symmetrically from base to vertex ; 


TO 
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the middle ears were normal; the paranasal sinuses 
were not examined. The synovial membrane of the 


right knee and left elbow was cedematous and hyper- 
zemic, but swabs cultured from these sites were sterile ; 
apart from toxic changes the other organs were 
normal. 

We wish to thank Dr. Lois Stent for typing the pneumo- 
coccus and Messrs. May and Baker for estimating the 
concentrations of M. & B. 693. 


MENORRHAGIA DUE TO ESSENTIAL 

THROMBOCYTOPENIA 

LINTON SNAITH, M.D., M.S. Durh., 
M.R.C.O.G. 


AND GYNACOLOGIST TO 
GENERAL HOSPITAL 


By F.R.C.S., 


OBSTETRICIAN THE NEWCASTLE 


So much has been written about menorrhagia due to 
the presence or absence of some hormone or other that 
one is apt to overlook less common causes of the same 
condition. The following case illustrates one such cause, 
to which there is only scanty reference in the literature. 


CASE-RECORD 

A married woman, aged 27, was first seen in the outpatient 
department of the North Middlesex Hospital on Sept. 24, 
1938. She was in comfortable circumstances and had 
previously been healthy. Her periods had started at the 
usual age. She had no undue tendency to bleed after cuts and 
the like. She complained of heavy menstrual losses for 7 days 
each month, dating from a miscarriage 24 years before but 
much worse after the birth of her first living child, now 14 
months old ; before the miscarriage menstruation had been 
normal in amount and duration. Of late she had also had low 
backache and some abdominal pain beginning after each 
period and lasting about three days. There was a slight 
intermenstrual discharge, insufficient to incommode her, but 
no other symptoms. 

She was pale, and short of breath on exertion. The lungs, 
heart, and abdomen were normal, her teeth were unusually 
good, and the tongue showed no sign of glossitis. There was 
a small old laceration of the left side of the cervix, with a 
small erosion; and the right appendage was slightly tender. 
She was to have been admitted early for investigation, but a 
few days later she was sent in as an emergency, her period 
having begun prematurely with unusually severe loss. Apart 
from the fact that the uterus was slightly more bulky and 
the cervix softer, there were no changes in the findings. Her 
spleen was not palpable, nor was there any glandular enlarge- 
ment. Blood-count: red cells 3,980,000; Hb. 50%; white 
cells 8950 (polymorphs 56%, lymphocytes 28%, mono- 
nuclears 14%); the platelets were very large and few ; there 
was some anisocytosis. Curettage was carried out on Oct. 6 ; 
it was confirmed that the pelvic organs were not grossly 
abnormal. Bleeding then ceased, and microscopical examina- 
tion of the curettings revealed a well-developed endometrium 
in the early secretory phase, with large glands; there were 
many areas of recent hemorrhage into the stroma. At this 
time there were only 50,000 platelets per c.mm. The 
association of a severe platelet deficiency with an endometrium 
showing no trace of abnormal endocrine influence, and with no 
pelvic cause of bleeding, suggested that thrombocytopenia 
was a major factor in her condition. Splenectomy appeared 
a trifle drastic in the circumstances. A course of iron 
restored her red cells to 4,500,000 and hemoglobin to 62%, and 
she was discharged to the outpatient clinic. Bleeding-time 
was then 15 min., clotting-time 3 min., and platelets still 
50,000. 

A course of pentose nucleotide was given to her -as an out- 
patient, 10 c.cm. daily for 5 days, repeated three times at 
weekly intervals. The sole effect of this was to lower the 
bleeding-time to 8 min., but the next two periods remained 
heavy. On Dec. 31 she was losing very heavily and was tired 
and paler than ever. She was readmitted and remained in 
hospital for 3 weeks, during which time three separate blood 
transfusions of 10 oz. each were given from relations. Ana- 
hemin and iron were also administered, and sodium mandelate 
gr. 15 in capsules thrice daily. During her stay in hospital 
a normal menstrual loss took place, lasting four days, and 
about this time she noted a few faint bruise-like marks on her 
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legs, possibly purpuric. This was the first time she had ever 
had any such markings, and they did not recur. She was 
discharged with red cells 5,000,000; Hb. 80%; white cells 
18,000, differential count normal; platelets still only 50,000. 
During the next three months she reported normal losses and 
remained well. 

She returned on June 26, 1939, looking as washed out as 
ever, with a story of prolonged and heavy floodings. She was 
given the choice between splenectomy and subtotal hysterec- 
tomy. It was explained that the hysterectomy would free 
her from her menstrual troubles, but that in the future she 
might have further purpuric manifestations which splenectomy 
should prevent. She chose splenectomy and this was carried out 
by Mr. Ivor Lewis on June 30. The spleen was enlarged to about 
twice its normal size. The pelvis was free from any obvious 
disease. Three days after the operation the platelets soared 
to 300,000, the bleeding-time was 8 min., and other counts 
were normal. Recovery was uninterrupted, and she was 
discharged on the fourteenth day with a similar platelet count 
and a bleeding-time of 4 min. Since then she has remained 
well; menstrual periods, at first lasting only three days, 
gradually increased to six days, but the loss has remained 
normal in amount, and she feels well more than a year after 
the operation. 

DISCUSSION 


Textbooks of medicine and of gynecology do not make 
it clear that menorrhagia may be the only symptom of a 
thrombocytopenic state. A few cases have been 
reported. In an analysis of cases of blood dyscrasia in 
which menorrhagia was present Kahn (1932) describes 2 
cases of latent purpura in which menorrhagia was the 
only symptom, and 8 others in which it was an important, 
though not a major symptom. Cases are described by 
Hartfall and Oldfield (1934), Israel and Mendell (1939), 
Oldfield (1934) and Myers (1934), in all of which severe 
menorrhagia was present but was not the only symptom. 
Splenectomy was successful in all three patients, one of 
whom was a girlaged 13. Jennings and Castleden (1939) 
describe a case in which splenectomy did not cure the 
condition and it was necesssary to irradiate the ovaries. 
Frazer (1935) describes a case of anzemia with scanty 
menses in which three months’ amenorrhcea was followed 
by sudden heavy bleeding and purpuric eruptions, with 
a fatal ending ; neither platelet counts nor post-mortem 
findings are quoted, but the case was clinically one of 
purpura. Minot (1936), in a paper on intermittent 
menstrual purpura complicated by increase of leucocytes 
and fall in platelets, discusses 3 cases in which menor- 
rhagia was present. When my case was under treatment, 
the work on vitamin P (citrin, hesperidin) was in its 
early experimental stages, and there was no opportunity 
of trying its effect. 


SUMMARY 

A case is described in which menorrhagia was the only 
significant symptom of a state of thrombocytopenia. 

There was no permanent response to any medical 
treatment, but an immediate and apparently permanent 
cure was achieved by splenectomy. It is suggested that 
in a future case the trial of vitamin P would be worth 
while. : 

Thrombocytopenic menorrhagia uncomplicated by 
other purpuric manifestations appears to be uncommon, 
but a full examination of the blood, including a platelet 
count and estimates of bleeding-time, should be a part 
of the investigation of any case of menorrhagia in which 
an adequate local lesion is not found as a cause, even 
though other signs and symptoms of a blood dyscrasia 
are absent. 


I am indebted to Mr. Ivor Lewis, medical superintendent 
of the North Middlesex County Hospital, for permission to 
publish this case and for his coéperation in the treatment. 
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Reviews of Books 


Head and Neck in Roentgen Diagnosis 


By H. K. Pancoast, M.D., late professor of radiology in the 

University of Pennsylvania; E. P. PenpercGrass, M.D., 

professor of radiology in the university ; and J. Parsons 

ScHAEFFER, M.D., professor of anatomy at Jefferson 

Medical College. London: Bailliére, Tindall and Cox. 

Pp. 976. 69s. 

THE neuro-radiologist has long needed a standard work 
of reference and the authors of this book have gone far 
to provide him with one. Professor Schaeffer is an 
anatomist, which is a laudable feature, for diagnostic 
radiology is anatomy, normal or pathological, in vivo. 
But topographical anatomy has been too rigidly applied. 
The body has been sawn off at the level of the clavicle 
and all above has been described; the authors transgress 
below the clavicle only on one occasion to deal with the 
thymus. Could they not have allowed themselves a 
little further licence and followed the spine down to the 
coccyx ? Two-thirds of the work is neuro-radiological ; 
the remainder deals with such topics as the teeth, eyes, 
ears, nose and throat. Cerebral angiography is dis- 
missed in two pages. Any treatise on neuro-radiology 
should not neglect to describe in some detail the im- 
portant work of Moniz and others on the cerebral vessels. 
Nevertheless, for the most part the subjects are well 
covered and good bibliographies are supplied at the ends 
of the chapters. The sections on the paranasal sinuses 
and the throat are particularly well described. Tomo- 
graphy, or “ body-section radiography,’’ is recommended 
as the method of choice in laryngeal and pharyngeal 
work, but Lindgren has conclusively demonstrated that 
straight radiography is as good or better, provided that 
the technique is beyond reproach. The section on the 
sella turcica is excellent, but there is one notable omission 
in the references to the work done on the localisation of 
intracranial expanding processes—Lysholm’s work on 
the various deformities produced in the ventricular 
system by expanding processes throughout the cranial 
cavity. No orderly classification is given and the 
localisation of tumours below the tentorium is not 
mentioned. Some scepticism is expressed about the 
possibility of diagnosis of acoustic tumours on straight 
X ray. This was certainly not the impression of Lassila, 
who when working at Stockholm analysed the skiagrams 
of a hundred or more of Olivecrona’s cases and found that 
over 80% showed a funneling of the internal auditory 
meatus, which he regarded as pathognomonic of a tumour 
in the canal. 

In so adolescent a science as neuro-radiology it is 
inevitable that there should be controversy on many 
points of interpretation, but no-one interested in any 
aspect of neurology should fail to read this book. 


Handbook of Orthopedic Surgery 


(2nd ed.) By Atrrep Rives SxHanps, Jr., M.D., medical 


director of the Nemours Foundation, Delaware. London : 
Henry Kimpton. Pp. 567. 21s. 
THis textbook appears at an opportune moment, 


when many young surgeons are undertaking responsi- 
bility for bone and joint cases in the treatment of which 
they have had little training. In a compact manner it 
covers the whole field of bone and joint surgery, and 
though a number of isolated statements in it are open 
to controversy the general conclusions, both as to 
diagnosis and treatment, are eminently sound, and are 
based on a study of the work of modern surgical pioneers 
as well as on practical experience. The first 16 chapters 
are arranged on a pathological basis, and the remaining 
13 on an anatomical one. A valuable chapter deals 
with those disastrous end-results of fractures which 
reach the orthopedic surgeon at a stage when they 
present problems difficult to solve. The author reminds 


us that such problems can be entirely prevented by 
properly organised treatment of accidents from the start. 
In the anatomical section there is a chapter on body 
mechanics based on Goldthwait’s work, and a full study 
of the ‘‘ low back pain ”’ which seems so troublesome in 
The book is well illustrated with clear artistic 

There are fewer illustrations of simple. 


America. 
drawings. 
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fundamental types of splint, however, and a 
surgeon may find this a serious omission. 

The author wisely warns us against the dangers of 
forcible manipulation under anesthesia, but it is surpris- 
ing in a book coming from the land of osteopathy to 
find no reference to those valuable manceuvres which in 
the hands of the experienced surgeon provide dramatic 
relief for the pain of chronic adhesions. The positions 
advised for ankylosis will be disputed by many surgeons, 
and it is to be hoped that the advice to amputate a 
hammer-toe will be omitted in future since its effect on 
the balance of the other toes is unfortunate. Some more 
details in describing the technique of common procedures 
would be desirable. The book ends with a good biblio- 
graphy. 


young 


Guide to Human Parasitology 


(4th ed.) By D. B. BLACKLOCK, M.D. Edin., D.P.H., 

D.T.M., and T. SOUTHWELL, D.Sc. London: H. K. Lewis. 

Pp. 259. 12s. 6d 

THE new edition follows earlier ones with little change. 
In the helminthological chapters emphasis is laid on the 
growing importance of infection by the adult of Micro- 
filaria malayi; and the likelihood of internal auto- 
infection by strongyloides is noted, though the evidence 
for this is probably stronger than the new paragraph 
suggests. There are improvements in diagnostic keys 
and means of examination ; but no reference is made to 
the added efficiency which Hall’s Cellophane swab has 
given to the detection of threadworm eggs, or direct 
centrifugal floatation to those of hookworms and other 
nematodes found in feces. A footnote mentions that 
the high incidence of trichinosis in the United States has 
been established by combining digestion with squash 
preparations of muscle, mostly got after death. In a 
future edition it might be well to bring this point out 
more clearly in the hope that the combined procedure 
applied in other parts of the world may give equally 
remarkable results. The statement remains unaltered 
that Microfilaria bancrofti has a nocturnal periodicity 
in the blood, though in the South Pacific, east of longi- 
tude 170°, it is in fact without periodicity. 


Chavasse’s Advice to a Mother 


(10th ed.) 
Oxfd. 


Revised by Caarzes C. H. Cuavasse, B.M. 
London: Casselland Co. Pp. 320. 3s. 6d. 

Pye Henry Chavasse (1810-79) was a pioneer among 
medical writers of popular books on medicine. In this 
edition his kinsman, Dr. Charles C. H. Chavasse, has 
revised the work and striven, not without success, to 
bring it more into line with modern notions. Neverthe- 
less, times have changed and much of the advice given 
is incurably dated. Not all of us, for example, believe that 
growing girls of full figure require to wear liberty bodices 
‘‘for propriety ’’; or that we should wait for a gumboil 
to subside before recommending the extraction of an 
offending tooth; or that tongue-tie (if, indeed, there is 
such a condition) interferes with an infant’s capacity to 
suck. The book, though likely here and there to alarm 
young and inexperienced mothers, is a classic of its type. 
But Dr. Charles Chavasse might have been better 
employed in giving us a new book of his own instead 
of revising an old one, 


Infectious Disease in England and Wales 
1940 
Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1857; whooping-cough, 1656; diphtheria, 1312 ; 
enteric fever, 38; measles (excluding rubella), 11.347; 
pneumonia (primary or influenzal), 655; puerperal 
pyrexia, 138; cerebrospinal fever, 149; poliomyelitis, 
34; polio-encephalitis, 3; encephalitis lethargica, 4 ; 
dysentery, 88; ophthalmia neonatorum, 69. No case 
of cholera, plague or typhus fever was notified during 
the week. 


DURING THE WEEK ENDED OCT. 26, 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 1 was 1427, including: 
scarlet fever, 291 : diphtheria, 234 ; measles, 419 ; whooping-cough, 
38; enteritis, 47; chicken-pox, 144; erysipelas, 32; mumps, 18 ; 
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A SIMPLER TOURNIQUET 

THE ideal tourniquet should be sure in action and easy 
to apply. It is desirable that it should also be compact, 
and that any perishable parts should be easily replace- 
able. These requirements are fulfilled with either the 
Finochietto 
or the Foulis 
patterns 
of tourni- 
quet, pro- 
vided that 
ordinary 
rubber tub- 
ing is used 
instead of 


the special i th | won 
thick rub- 9 | dic } 
ber cords <4 4 Hh! rah 


usually sup- 
plied. More- 
over, ordin- 
ary rubber tubing does not become so hard in texture as 
to cause unnecessary injury to the soft tissues of the limb. 
These tourniquets have, however, the disadvantage of 
being uncomfortable on account of the direct pressure on 
the skin of the mounts used for fixing the rubber tubing. 

I have devised a tourniquet which retains the advan- 
tages of the Finochietto and Foulis patterns without 
their disadvantages. 
The instrument con- 
sists essentially of a 
metal mount (fig. 1) 
for fixing the ends of 
the rubber tubing. 
Two turns are taken 
round the arm or the 
thigh with ordinary 
rubber tubing and the 
ends of the tubing are 
anchored in the two 
slots at the ends of 
the metal mount (fig. 
2). The mount is 
curved to fix snugly 
round the limb, but no 
part of it comes in con- 





Fic. 1 


tact with the skin. 
The anchor arms 


behind the slotted ends 
serve to steady the 
mount as it lies on the 
tubing. The tourni- 
quet has given every 
satisfaction and can be 
recommended notonly 
for obliteration of the 
arterial flow but also for constricting the veins when giving 
intravenousinjections. The instrument can be used with 
any convenient sizes of ordinary rubber tubing. The 
mount illustrated was made for me locally. 
Mitroy Pau, M.S. Lond., F.R.C.S. 
Professor of Surgery. Ceylon Medical College, Colombo. 





Fic. 2 


poliomyelitis, 2; dysentery, 2 ; cerebrospinal fever, 23 ; puerperal 
sepsis, 5; enteric fevers, 11; other diseases (non-infectious), 76 ; 
not yet diagnosed, 85. 

Deaths.—In 126 great towns, including London, there 
was no death from smallpox, 2 (0) from enteric fever, 
2 (0) from scarlet fever, 10 (0) from whooping-cough, 12 (1) 
from measles, 38 (2) from diphtheria, 34 (0) from diar- 
rhoea and enteritis under 2 years, and 23 (7) from in- 
fluenza. The figures in parentheses are those for London 
itself. 

Leeds and Manchester each reported a death from enteric fever. 


At Liverpool there were 7 deaths from measles, 7 deaths from 
There were also 4 fatal 


diarrhcea and 8 deaths from diphtheria. 
cases of diphtheria at Birmingham. 
The number of stillbirths notified during the week was 
215 (corresponding to a rate of 42 per thousand total 
births), including 13 in London. 
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LONDON: SATURDAY, NOVEMBER 30, 1940 


““BYSSINOSIS ” 

CaRDROOM worker’s asthma is an occupational 
disease of, unfortunately, respectable antiquity and 
has a name which is recognisable by the majority of 
medical men. In the bill for enabling its sufferers to 
be compensated for a disability acquired in the course 
of their work, which was passed without amendment 
by the House of Commons on Nov. 19, it is replaced 
by the more impressive term “ byssinosis.”” The only 
justification for this replacement of the known by the 
unknown lies in the fact that cardroom worker’s 
asthma by implication limits the disease to operatives 
in that particular part of the mill. In fact it is not so 
limited, since workers in the blowing-room, engaged 
in cleaning the cotton before it passes to the carding 
engines, suffer to a considerable if not an equal degree, 
and must also be brought under the terms of the bill. 
So long as a much belated measure of justice is done to 
all the workers affected we need not quarrel over a 
name. The bill has two main clauses. The second 
establishes a special benefit scheme for the past cases 
of disability (some 250) which have accumulated and 
could not be brought within the scope of the Work- 
men’s Compensation Acts. By contributions levied 
upon every carding machine a fund will be provided 
to give 10s. a week to men suffering from total dis- 
ability. It is little enough, but will be over and above 
the disablement benefit available under the national 
health insurance scheme. The latter continues to be 
a burden on the funds of the approved society to 
which the majority of the workers belong, a burden 
which it has indeed unfairly borne for many years. 

The first clause applies the Workmen’s Compensa- 
tion Acts to male workers who have had not less 
than twenty years’ employment in the specified parts 
of the cotton mill and have become totally incapaci- 
tated. Both limitations are clearly very undesirable 
and are, it seems, based on the difficulties of determin- 
ing whether a chronic asthma or bronchitis is or is not 
occupational in origin. The committee of inquiry of 
1937-38 laid down that ‘‘ in advanced cases, where 
there is total incapacity after not less than twenty 
years’ employment in the cotton-room, blowing-roem 
or cardroom, taking into account industrial history as 
well as clinical evidence in a particular case, the 
question can be settled that the workman’s disability 
was occupational.”’ The reasoning is far from clear. 
If a relatively young man is seriously incapacitated by 
a chronic asthma after ten or fifteen years in the mill 
is it really more difficult to assess the probable cause of 
his disability than when he pursues his work, in con- 
ditions from which he should be removed, until his 
twenty years have run and he is totally disabled ? If, 
in fact, very few cases do develop without long exposure 
there can be little objection to bringing within the 
scope of the bill the few unfortunate exceptions, at an 
age when the clinical evidence should be no less, and 
may even be more, definite. Mr. GEoraE TOMLINSON, 
the member for Farnworth, speaking with a long 
experience of the industry, clearly expressed his dis- 
like of the twenty-year period but bowed to the 


HYPERTENSION AND THE SURGICAL KIDNEY 
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opinion of ‘‘ medical science and all the authorities ”’ 
that it was the least possible time in which they can 
determine accurately whether the disease is due to this 
particular dust. It is to be hoped that medical 
science can find a way of making an exact diagnosis 
in under twenty years, for, as Sir Francis FReE- 
MANTLE suggested, the seeds of the disease must be 
sown much earlier than that, and men who are seen to 
be affected should be taken off the work and given 
another job with some compensation for the injuries 
they have suffered. Improvements in the proposed 
scheme are so obviously required that they should 
continue to be sought until it is possible to remove 
the risk from dust altogether. 


HYPERTENSION AND THE SURGICAL KIDNEY 

Ir now seems certain that experimental renal 
hypertension depends on the operation of chemical or 
humoral factors, the degree of response being perhaps 
controlled by the endocrine glands. Evidence has 
pointed to renin as the responsible pressor sub- 
stance ; thus it is found in excessive amounts in the 
venous blood of kidneys which have been rendered 
ischemic either by the Goldblatt clamp or by other 
experimental means. According to PaGE and his 
co-workers, however, purified renin is not a true 
pressor substance. They have produced evidence* 
that renin acts as an enzyme on a substrate (‘‘ renin- 
activator’) which is normally present in the blood 
to produce “ angiotonin ’’ which has a strong ‘pressor 
effect on the peripheral vessels, more lasting than that 
of adrenaline. Further they have isolated angiotonin 
as a crystalline oxalate and picrate and find that it is 
water-soluble, heat-stable, dialysable, and fluorescent, 
and gives like arginine a positive Sakaguchi reaction. 
The pressor effects attributable to unilateral renal 
ischemia are, however, known to be mitigated by 
the intact kidney ; the normal blood-pressure thus 
presumably represents a balance reached by the 
interaction of pressor and antipressor mechanisms 
initiated by the kidney. 

Crude renal extracts have long been said to contain 
an antipressor substance, but until recently such 
claims have received scant consideration. PaGE and 
others* now find that extracts either of fresh kidney or 
muscle given by subcutaneous or intramuscular injec- 
tion, or by mouth, will reduce arterial pressure in 
dogs and rats. These extracts when given to eight 
human subjects with essential or malignant hyper- 
tension caused a sharp and prolonged fall in arterial 
pressure, followed by a rise when the extracts had 
been withheld for from 3 to 5 days. These observa- 
tions agree with those of Wriuiams, HARRISON and 
GROLLMAN® who demonstrated the capacity of renal 
extracts to inhibit the pressor action of renin and 
to reduce the blood-pressure in hypertensive rats. 
These latter workers have now reported‘ the effects of 
oral administration of renal extracts to a small number 
of hypertensive patients, two of whom are specified as 
suffering from malignant hypertension. A consider- 
able fall in the blood-pressure was observed during the 
period of therapy and this was accompanied by a 
1. Page, I. H. and Helmer, O. M. J. exp. Med. 1940, 71, 29. 

2. Page, Helmer, Kohlstaedt, K. G., Fouts, P. J., Kempf, G. F. 
and Corcoran, A. C. Proc. Soc. erp. Biol., N.Y. 1940, 43, 722. 

3. Williams, J. R. Jr., Harrison, T. R. and Grollman, A. Amer. J. 
Physiol. 1940, 129, 498. 


4. Grollman, Williams and Harrison, J. Amer. med. Ass. 1940, 115, 
169. 
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subjective improvement in symptoms. Encouraging 
as these first trials have been a cautious approach to 
this form of treatment is necessary. As GROLLMAN 
and his colleagues point out, the desirability of reduc- 
ing the blood-pressure may be questionable ; in their 
experimental animals vomiting and other toxic effects 
were observed after treatment. Such effects may be 
due to some impurity in the extracts, which are 
admittedly crude. They also point out that the sub- 
jective improvement in their patients may have been 
the effect of suggestion and that further work is 
needed to exclude the possibility that the declines in 
blood-pressure were spontaneous. Theoretically the 
administration of renal extract should be effective 
only in subjects suffering from hypertension of renal 
origin. How far experimental hypertension in 
animals provides the key to the problem of essential 
and malignant hypertension in man is still undecided, 
but all these observations have a bearing on the class of 
case in which a chronic lesion has produced pronounced 
ischemia of one or both kidneys. 

Sufficient evidence has accumulated to show that 
hypertension complicating chronic unilateral pyelo- 
nephritis may be relieved by removal of the affected 
kidney. But the incidence of hypertension amongst 
those suffering from pyelonephritis is not high ; 
BRAascH and Jacosson® found it to be 26% in 180 
cases with chronic bilateral pyelonephritis, while 20% 
of hypertensives were recorded in a control series of 
975 apparently normal cases. Analysis showed the 
slightly higher incidence in pyelonephritis to be 
present in all age-groups, and, as with persistent 
hypertension in general, women were more often 
affected than men. How far is the association of 
pyelonephritis and hypertension fortuitous, and to 
what extent does kidney disease precipitate the onset 
of hypertension in a person already predisposed to 
this disorder? This question has been raised by 
PALMER, CHUTE, CRONE and CaSTLEMAN® who secured 
intravenous pyelograms in 212 cases with “ essential 
hypertension ’’ and found abnormalities which they 
class as important in 47 (22%). In 9 cases the 
affected kidney was removed, but in only 1 was the 
hypertension relieved. They contend therefore that 
“the significance of these figures awaits critical 
mathematical treatment of the comparative incidence 
of hypertension and urologic lesions in the general 
population.”” They recommend that nephrectomy 
should be restricted to women under forty-five and 
men under fifty, since hypertension of unknown 
ztiology is likely to appear later on. The younger the 
patient and the more recent the onset of hypertension 
the better is the chance of a favourable result. 
Ptosis of the kidney may also be complicated by 
hypertension but no estimate is yet available of the 
frequency of this association. In a study of 5 cases 
McCann and Romansky’ found that the hypertension 
was relieved by recumbency and that in this posture 
the renal blood-flow, as measured by the plasma- 
diodrast clearance and the hematocrit, was increased. 
They have named this condition ‘‘ orthostatic 
hypertension.” In 2 of their cases nephropexy 
relieved the hypertensive crises and accompanying 
symptoms but did not lead to material lowering of the 


5. Braasch, W. F.and Jacobson, C. E. Proc. Mayo Clin. 1940, 15, 481. 

6. Palmer, R. S., Chute, R., Crone, N. L. and Castleman, B. New 
Eng. J. Med. 1940, 223, 165. 

7. MeCann, W.S., Romansky, M. J. J. Amer. med. Ass. 1940, 115, 573. 
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blood-pressure. The wearing of a special belt in a 
third case had the same result. The effect of posture 
on the blood-pressure should thus be explored as part 
of the routine in examining hypertensive subjects, 
the period of recumbency required being from two to 
five days. 

The association of hypertension with renal tumours 
acquires a fresh interest when considered in the light 
of recent work on experimental ischemia. Compress- 
ing tumours might be expected to exert effects similar 
to those produced by other ischemic mechanisms, 
and instances are on record in which hypertension has 
been relieved by nephrectomy. Koons and Rucn* 
describe the case of a girl aged seven with a Wilms’ 
tumour of the left kidney which was associated with a 
blood-pressure of 156 systolic, 126 diastolic. After 
nephrectomy the pressure dropped to normal and was 
116/76 eleven days later. Metastatic deposits were 
present in the liver and lymph-glands so that the 
hypertension could hardly be attributed to any 
secretory product of the tumour cells. Koons and 
Rvucu thought it was due to the pressure of the 
tumour either on the renal pedicle or on the kidney 
as a whole from involvement of the perinephric tissues. 
To what extent venous obstruction may pave the 
way to hypertension is uncertain. In the case just 
published by Perry and Taytor ® thrombosis of the 
inferior vena cava and both main renal veins com- 
plicated whooping-cough in a boy of nine and was 
followed by gross hypertension ending in heart failure 
four years later. Autopsy revealed extreme atrophy 
of the left kidney and hypertrophy of the right. Sur- 
vival of this right kidney was determined by a patent 
aberrant vein which entered the vena cava above the 
level of thrombosis. Whether the hypertension was 
due to the destruction of the left kidney or to the 
interference with circulation in the right remains an 
open question. 


DEAD OR ALIVE? 


CONSIDERING the time and energy that man has 
expended in encompassing the death of his fellow 
creatures it is curious that he has evolved no precise 
means for determining whether any particular entity 
is alive. The man in the street, or to be up to date 
the man in the shelter, would probably disagree with 
this statement, but every biologist from the Greeks 
onward has recognised the difficulty of defining the 
attributes of life. The whole question has been 
raised again by the discovery that certain of the plant 
viruses are composed of heavy proteins, which in 
some instances can be obtained in the form of crystals. 
Are these crystals living or dead? One attempt to 
escape the difficulty has been to say that at the level 
of organisation of the heavy proteins the terms living 
and dead have ceased to have any meaning, while 
the older biological dicta that reproduction, irrita- 
bility and movement are the main criteria of the 
living are now hardly tenable without qualification. 
Reproduction, as exhibited by bacteria, the lowest 
form of life now universally accepted, has a direct 
parallel with the rate of increase of one product in 
a non-living, autocatalytic reaction. The bacterium 
acts on a culture medium to produce more bacteria 
while the chemist says that an autocatalyst acts on 
8. Koons, K. M. and Ruch, M. K. Ibid, p. 1097. 


9. ar B. and Taylor, A. L. J. Path. Bact. November, 1940, 
p- ; 
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another substance to produce more of the autocatalyst. 
The type of curve obtained by measuring the rate of 
increase of bacteria is precisely similar to that of the 
growth of tobacco mosaic virus in the tissue of 
Nicotiana tabacum or to the increase of an auto- 
catalyst in an autocatalytic reaction. The velocity 
of such a reaction goes on accelerating because one 
of the products of the reaction acts as a catalytic 
agent, as for example the reactivation of trypsin by 
enterokinase. Reproduction in its simplest form is, 
therefore, not a reliable character for separating the 
living from the non-living, while irritability, if con- 
ceived as a reaction to external stimuli, is of even 
less value since inanimate objects respond implicitly 
to outside forces such as temperature, magnetism, 
contact, light and other factors in the environment. 

In an attempt to reach some conclusion in regard 
to the character of the virus proteins GRAINGER? 
attempts to show that they are not completely at the 
mercy of their environment. Thus certain plant 
viruses do not produce symptoms at all temperatures 
at which their hosts will grow, although virus is 
present in the tissues ; in addition the virus protein 
may have a temperature of optimum activity which 
differs from that of its host. It is also suggested 
that the movement of the virus in the tissues of the 
host exhibits some degree of autonomy. Tobacco 
mosaic virus inoculated into the epidermal cells of 
the tobacco plant can later be recovered from all 
parts of the plant, the rate of travel being too great 
for an explanation in terms of diffusion. In addition 
tobacco mosaic virus can move and multiply within 
a tobacco leaf severed from the plant and kept in a 
humid atmosphere. If the inoculation is made at 
the tip of the leaf the virus advances in a wave down 
the leaf; it may, in fact, be detected in the lamina 
of the leaf before it occurs in the mid-rib. Similar 
results can be obtained with detached stems, the virus 
spreading upwards and downwards at about the same 
rate. Red ink it is said behaves quite differently 
and if inoculated into the leaf is not transferred to 
other parts. It is therefore suggested that the virus 
possesses autonomy to a certain degree. Before this 
view can be fully accepted the movements of viruses 
in relation to electric charge must be taken into 
account, for so long as viruses—and the same is true 
of dyes—are negatively charged they can readily 
pass up blotting paper although at their isoelectric 
points there is, of course, no movement. In addition 
to those considered by GRAINGER there are two facts 
which suggest that the virus proteins are endowed 
with certain of the attributes of life. If the purified 
protein of tobacco mosaic virus is inoculated into 
tobacco plants and tomato plants the virus will of 
course multiply in both hosts, but the resulting virus 
protein will be the same in both cases. In other 
words the virus protein is able to select the particular 
compounds that it requires and to synthesise its own 
specific substance from different substrates. The 
second argument concerns the capacity of viruses to 
undergo sudden variation or mutation while the 
environment remains the same. The sudden appear- 
ance of yellow tobacco mosaic lesions in addition to 
the ordinary green ones is well known. A similar 
phenomenon has occurred in the Shope rabbit-fibroma 
virus and in the yellow-fever virus. 


1. Grainger, J. Nature, 1940, 146, 539. 
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In the fourth century B.c. Aristotle wrote that the 
transition from the living to the dead was a gradual 
one; we have not yet had time to prove him right 
or wrong. 


SULPHONAMIDES APPLIED LOCALLY 


Tue use of sulphonamides in the prophylactic treat- 
ment of potentially infected wounds is already wide- 
spread, though there is no common consent as to how 
they exercise their protective effect. Either there is 
a local bacteriostatic action, or the sulphonamide is 
absorbed into the general circulation and acts as it 
would if given by mouth or injection. Herrell and 
Brown! have observed concentrations as high as 2-5 
and 3 mg. per 100 c.cm. in the blood of patients who had 
received no more than 1-6 g. of sulphonamide in suspension 
administered locally thrice daily in the treatment of 
infected thoracic cavities. Such concentrations, how- 
ever, were observed only when the sulphonamide had 
been used in body cavities with a large absorptive 
surface, such as the pleura or peritoneum. In other 
localities the amount in the blood was too small to be 
detected by ordinary methods. They consider that 
the clinical response of infected wounds to local applica- 
tion of these compounds is far greater than might be 
expected from the blood concentrations attained. In 
his account of the treatment of war wounds in France 
J. 8. Jeffrey? records a favourable impression of the 
prophylactic treatment of wounds with sulphonamide 
packs. The quantity of powder used depended on the 
size of the wound, and where the track could not be fully 
laid open a satisfactory mode of treatment lay in the 
insertion of from 5 to 15 g. of sulphonamide with the 
assistance of the simple pump introduced by Colonel 
Colebrook. Unfortunately the catastrophic nature of 
the campaign made record-keeping and the arrangement 
of control series impossible, and further work alone will 
establish the claims of this line of treatment. Jeffrey 
found no evidence that sulphonamide alone and without 
operation saved any case of true gas gangrene, but it was 
helpful in combination with serum therapy. He con- 
siders that a sulphonamide can be usefully applied before 
encasing a compound fracture in plaster; Herrell and 
Brown share this opinion and have treated a wide variety 
of infected wounds locally with sulphanilamide ; though 
their results have not been uniform, they consider them 
sufficiently encouraging to continue the practice. They 
prefer a thick suspension prepared by adding 2 g. of 
powdered sulphanilamide to 100 c.cm. of a 0-8% solu- 
tion of sulphanilamide in normal saline. They apply 
this thrice daily and have been pleased by the response 
of infected wounds involving the pleural cavity. The 
results appeared to be equally good whether the infection 
was streptococcal, staphylococcal or pneumococcal. 
A controlled investigation is urgently needed now to 
show whether these optimistic impressions can be 
supported by figures. 


Dr. ANDREW TopPInG has been appointed deputy 
medical officer of health and deputy school medical 
officer to the London County Council. 


Colonel THomas SINCLAIR, emeritus professor of 
surgery at Queen’s College, Belfast, and pro-chancellor 
of Queen’s University, has not long survived the resigna- 
tion of his seat in the British Parliament. He died on 
Monday in Belfast at the age of 81. 


We regret also to announce the death on Nov. 21 of 
Rosert MAITLAND BeEatuH, radiologist to the Royal 
Victoria Hospital, Belfast. 


1. Herrell, W. E. and Brown, A. E. Proc. Mayo Clin, 1940, 15, 611. 
2. Edinb. med. J. November, 1940, p. 727. 
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A . 
Annotations 


VOLKMANN’S ISCHAEMIC CONTRACTURE 

Cue relation of Volkmann’s contracture to injury is 
well established. D. Ll. Griffiths’s! explanation of the 
events leading to the contracture links the 
condition with the complications of arterial ligature 
as expounded by Leriche and Werquin.? An analysis 
of 32 cases attending the various Manchester hospitals 
over a period of twenty years shows that injury preceded 
the contracture in 29 cases and arterial embolus in 3. 
Of the injuries, supracondylar fracture was the com- 
monest (12 cases) and fractures of the shaft of the radius 
and ulna next (1! cases). Other lesions were represented 
by single cases only. The fact that the condition does 
occur, even in a minority of cases, as a sequel to arterial 
embolism suggests an arterial origin for the traumatic 
Malposition of the fractured exerting 
pressure on one or more of the important structures at 
the elbow, is probably a factor in a large proportion. 
Griffiths found that of established cases showed 
malunion, with forward displacement of the upper 
fragment. Acute flexion of the elbow-joint exaggerates 
the effects of pressure in supracondylar fracture of the 
humerus. Tight splinting and bandaging have also 
been blamed, but there is no very good evidence that 
this can in itself produce the contracture. Griffiths 
reports 28 cases in which splinting or bandaging had 
been definitely too tight and none of which had developed 
contractures. Of the 32 cases of the contracture, only 
8 had a history of tight splinting. Volkmann’s con- 
tracture has been attributed to trauma of nerves, 
veins and arteries at the elbow. The histological change 
in established cases has been compared with that seen 
in muscles after damage to their nerves, veins and 
arteries. 

Volkmann’s contracture has a well-marked pathology ; 
the change in the muscle is in the nature of an infarction, 
with fibrosis around the muscle bundles ; the flexor mass 
does not look like muscle, but is represented by a yellowish- 
green mass, the centre of which is hard, homogeneous 
and cuts with difficulty, and this necrotic muscle is sur- 
rounded by dense fibrous tissue. Histologically, the two 
main features are the absence of nuclei in the muscle-fibres, 
and the fact that all cellular activity and all fibrosis 
occurs at the periphery of the dead muscle mass. But 
in muscle atrophy or contracture after denervation or 
sepsis there is interfibrillary fibrosis which is never seen 
in Volkmann’s contracture. Clinically it is possible in 
many cases, though not in all, to demonstrate associated 
peripheral nerve lesions ; but in any case, the difference 
in the histology strongly suggests that nerve injury is 
not the cause of Volkmann’s contracture. Griffiths 
considers that the theory of venous obstruction is com- 
pletely at variance with findings at operation. The 
venous return is said to converge on the deep median 
vein lying beneath the fascial roof of the antecubital 
fossa where it could in theory be obstructed by a sub- 
fascial hematoma. Extravasations have been found at 
operation beneath the skin and in the torn muscle, but 
nowhere were they very large or very tense ; the finding 
of a hematoma under the fascia of the antecubital fossa 
has been rare. Evidence of arterial injury in the acute 
seems to be much better established, and this, 
Griffiths considers, is the primary event. The main 
artery is damaged, probably directly by the sharp bone- 
end, and local sympathetic reflexes arising in the damaged 
artery lead to a spasmodic contraction of the collaterals 
which interrupts the blood-supply to the muscles. If 
the ischemia is severe and lasts long enough the muscle 
is irretrievably damaged and contracture is the result. 
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In all cases of injury at or near the elbow-joint or in 
the forearm clinical evidence of interference with cir- 
culation must be sought and sought early. Where the 
radial pulse is absent, the hand blue or cold and the 
movements of the fingers painful or difficult, all pressure 
must be relieved. If reduction is complete, and there is 
no evidence of pressure by the fractured ends; and if 
placing the arm in a sling at right angles is not rapidly 
followed by restoration of the circulation (as shown by 
return of the pink colour and warmth to the hand, and 
in most cases by the return of the radial pulse), then 
operation should be done. The brachial, radial and ulnar 
arteries must be displayed; a trapped artery may 
possibly be freed, but if this release does not restore the 
circulation papaverine may be injected intravenously ; 
if this fails, the damaged part of the artery should be 
excised between ligatures, great care being taken to pre- 
serve the collateral circulation. This excision acts by 
abolishing the sympathetic inipulses causing spasm in 
the collaterals. The operation is likely to be successful 
if undertaken early. Griffiths reports success after six 
and after five hours. 


CHRONIC CYSTIC MASTOPATHY AND CANCER 

Doers the presence of chronic cystic mastitis in a 
woman indicate an increased liability to cancer of the 
breast ? Opinions on this question among both patho- 
logists and surgeons have differed, as opinions will when 
supported only by individual impressions. However, 
in the last few years reliable data have been accumulating 
so that a trustworthy answer ought soon to be forth- 
coming. Experiments on animals have proved that 
there is at least a relationship between cystic mastitis 
and cancer of the breast, for cestrogens given in sufficient 
amount and long enough are apt to cause both condi- 
tions. This does not mean that cestrogens are the sole 
cause of mammary cancer; it has been shown that 
another factor is essential—namely, ‘ susceptibility to 
mammary cancer.’ Vague as this term may appear it 
has a definite biological meaning. In a suitable animal, 
given the factor of susceptibility, oestrogens will cause 
mammary cancer; without the added factor they will 
not. In certain circumstances the factor of suscepti- 
bility can be transmitted from one animal to another. 
Thus the presence of chronic cystic mastitis in a woman, 
while it does not necessarily presage cancer, at least 
means tnat she has been subject to one factor in the 
causation of mammary cancer—a supply of estrogen 
which is excessive in relation to the responsiveness of 
her mamme. Her family records—the only guides— 
may be too meagre to tell us whether she is likely to be 
susceptible to mammary cancer or not. Therefore, in 
a mixed population of which some members possess this 
obscure factor of susceptibility the presence of chronic 
cystic mastitis in any individual must, it appears, be a 
bad omen. 

Warren! had obtained the after-histories of 513 patients 
who had been treated in Boston hospitals for chronic 
mastitis and had undergone partial or complete removal 
of the affected breast. The average follow-up period 
was 9-3 years, and during this time twenty-five mam- 
mary cancers were recorded in the group. Warren com- 
pares this incidence with the mortality-rate for mam- 
mary cancer in women over thirty living in Massa- 
chusetts. Obviously the cancer incidence will equal the 
total of cured and non-cured cases, and to make the com- 
parison fair a number must be added to the mortality- 
rate to represent the cancer patients who have been 
successfully treated. To provide for this, and also for 
any cases omitted from the mortality returns through 
faulty diagnosis, Warren estimates the annual incidence- 
rate as twice the mortality-rate. Even with this gener- 
ous allowance for therapeutic successes the cases of 


1. Warren, 8. Surg. Gynec. Obstet. 1940, 71, 257. 
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chronic mastitis still show an excessive liability to cancer 
of the breast. This is the more noteworthy because 
many of the patients had undergone partial or complete 
removal of one breast and might have been regarded as 
thereby protected to some degree from the subsequent 
development of cancer. As a basis of comparison 
Warren uses risk-years, that is the number of women 
multiplied by the average follow-up period in years. 
The relative cancer incidence obtained in this way works 
out as 0-12% for all the Massachusetts women over thirty, 
and 0-37% for those who had been treated for chronic 
mastitis. When age-specific rates are used, he says, the 
incidence of breast cancer for women aged from thirty 
to forty-nine with chronic mastitis is 11-7 times the rate 
for the general female population of Massachusetts, and 
in the group of mastitis patients over fifty years is 2-5 
times as great as that in the general population. The 
risk as shown by these figures does not, he thinks, warrant 
bilateral mastectomy in every case of chronic mastitis, 
but it does mean that after local operations for this 
condition a careful and periodical watch should be 
maintained on the mamme. 

Dr. Warren’s findings certainly suggest that the 
question with which this annotation began should be 
answered in the affirmative. 


THE GIFTED CHILD: WHAT WILL HE BECOME? 

THE speech-day bore who says it isn’t always the boys 
who take the prizes that make their mark later (and 
adds that he never got a prize) is probably as wrong as 
he deserves to be. Prof. L. M. Terman’s investigation,' 
begun in 1922, of the careers of more than 1300 gifted 
children cuts the ground from beneath his feet. A 
school population of nearly a quarter of a million was 
sifted to find this brilliant band, all of whom had intelli- 
gence quotients of 140 or over. They were assessed on 
intelligence tests, school achievement, character, per- 
sonality, interests, anthropometric measurements, medi- 
eal findings, and the ratings of parents and teachers. 
They were found on the whole to be physically superior 
to the average and to score higher in character and 
personality tests; and they were versatile, usually 
achieving a high level in all school subjects. Sixteen 
years roll away, and in 1936 we find Professor Terman 
and his field-workers scrutinising themagain. Mortality- 
rates and insanity-rates have been lower among them 
than among others of their age, but the suicide-rates are 
about the same. Nearly two-thirds have married, the 
proportion being about equal for men and women ; 
40%, of the men and 50% of the women have married 
college graduates ; and, though the experimental subjects 
have a higher intelligence score than their spouses, their 
spouses have a higher score than the average, so that the 
matings have been appropriate. Among the 500 
offspring available up to date the mean intelligence 
quotient is 127—-showing an expected regression towards 
the average. The original experimental subjects, even 
those who have not been particularly successful so far, 
have maintained their high level of intelligence ; it was 
as easy to spot exceptional ability in their schooldays 
as it is at 30. The incidence of professional degrees 
among them is perhaps twenty or thirty times as great 
as in the general population, though presumably the 
difference would not be so startling if they were matched 
against a control group from their own schools. The 
women, although they equalled or excelled the men in 
their schooldays and through college, tended to fall out 
of competition later ; domesticity swallowed them up. 
Professor Terman therefore confined his estimation of 
success or failure to the men. Three psychologists 
examined the records of 600 of them, and working 
independently judged the success in life of each. They 
1. Presidential address to the Pacific division of the American 
Association for the Advancement of Science. Published in 
Science, Oct. 4, 1940, p. 293. 
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classified them into the most successful fourth, the middle 
half and the least successful fourth, and called the three 
groups A, B, and C. Of group A, 98% had entered 
college and 90% had graduated; the corresponding 
figures in group C were 70% and 50% ; half of group A 
but only 10% of group C had won scholarships, fellow- 
ships, or assistantships. These differences were not due 
to intellectual factors, which were much the same in the 
two groups. The case seems to be in line with the story 
of the talent in the napkin; group C had not made full 
use of the equipment which nature had provided, but 
the reasons for their failure varied. In some families 
the tradition of achievement is a stimulus; fathers of 
group A were more commonly professional men than 
those of group C. Then there were three times as many 
Jewish subjects in the A as in the C group, and the 
tradition of achievement among Jewsishigh. Emotional 
stability and social adjustment were higher in the A 
group, and the A’s chose more intelligent mates than 
the C’s; divorce was three times higher in the C than 
the A group. Success therefore seems to have been 
associated in this series with emotional stability, absence 
of conflicts and a happy temperament. On the other 
hand, Professor Terman does not expect that many of 
his subjects are likely to set the Hudson on fire. 
In sheer intellectual ability he believes they compare 
well enough with many of the eminent persons of 
history, but he does not think they include a Newton 
or a Shakespeare, and suggests that ‘‘the personality 
factors which make for ordinary achievement under 
ordinary conditions are different from those which 
make for eminence of a superlative order.” This seems 
to give everybody a chance. 


CHEMOTHERAPY AND ANTIBODY-FORMATION IN 
PNEUMONIA 


THE natural crisis of lobar pneumonia is believed on 
good grounds to be intimately associated with the 
development of specific antibodies to the infecting 
pneumococecus. Similarly, the critical fall in tempera- 
ture resulting from the use of antiserum is rightly 
regarded as being due to an excess of specific antibody. 
With sulphapyridine, the drop in temperature and the 
general amelioration of symptoms in patients treated 
early in the disease cannot be attributed to antibodies, 
and the question arises whether specific antibodies do in 
fact develop in drug-treated patients. The studies of 
McIntosh and Whitby! showed that in mice experi- 
mentally infected with pneumococci and treated with 
sulphapyridine immunity to subsequent infection was of 
the same order and developed about the same time as 
that obtained in mice inoculated with a killed vaccine 
of the pneumococcus. Perrin Long, on the other hand, 
was less sure about the immunity of experimentally 
infected and cured mice. In the human infection the 
tendency to relapse when sulphapyridine is stopped too 
soon and the delayed resolution often noted in patients 
treated with the drug (Anderson and Cairns?) suggest 
that the antibody response may be poor or delayed. 
Clinical studies on the subject are rather contradictory. 
For example, Kneeland and Mulliken® using the precipitin 
test for the demonstration of antibody in the serum of 
recovered patients found that only 4 out of 19 cases of 
lobar pneumonia treated with sulphapyridine gave 
positive reactions, the antibody becoming evident about 
a week after the fall of temperature. Fox and his 
colleagues * used the Sabin agglutination technique and 
found that all of 50 cases of pneumococcal lobar pneu- 
monia developed agglutinins at some time in the course 
of their illness; in the uncomplicated cases the average 


. McIntosh, J. and’Whitby, L. E. H. Lancet, 1939, 1, 431. 

. Anderson, T. and Cairns, J. G. Ibid, Oct. 12, 1940, p. 449. 

. Kneeland, Y., Jr., and Mulliken, B. J. clin. Invest. 1940, 19, 307. 
. Fox, W. W., Rosi, R. and Winters, W. L. Amer. J. med. Sci. 
July, 1940, p. 78. 
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time of appearance was 8-3 days after onset of infection, 
and in the complicated cases 12-5 days. The late 
appearance of agglutinins was usually associated with 
some complication or delayed resolution. It is reason- 
able to suppose that early treatment of pneumonia with 
sulphapyridine would damp down the antigenic stimulus 
to antibody-formation by preventing continued prolifera- 
tion of the pneumococcus, and there is some support for 
this belief in McIntosh and Whitby’s finding that mice 
infected with 100 lethal doses of pneumococci and 
saved with sulphapyridine were not nearly so immune 
to subsequent infection as were those injected with 
100,000 lethal doses and saved in the same way. It 
therefore seems that patients with pneumonia who are 
being treated with sulphapyridine require to be pro- 
tected against late relapse either by continuance of the 
drug to cover a period of 7-10 days from the onset of 
infection or by an artificial supply of antibody. The 
antibody may be given curatively as specific antiserum 
and both Anderson and Cairns and Lord, Robinson and 
Heffron® have advocated the combined use of serum 
and drug for pneumonia in certain specified conditions. 
The alternative is to use a vaccine of the homologous 
organism not so much as an adjuvant remedy, as was 
suggested by McLean and co-workers,® but as a preven- 
tive of late relapse and perhaps delayed resolution. 

In pneumonia treated with sulphathiazole there is a 
less prompt fall in temperature with a corresponding 
longer period of infection.’ This phenomenon may be 
correlated with the findings of Kneeland and Mulliken® 
in a second paper where it is shown that in sulpha- 
thiazole-treated cases of pneumonia specific antibodies 
appear earlier and in a much higher proportion of cases 
(16 out of 21) than in patients given sulphapyridine. 
Their evidence thus confirms the conclusion of Gaisford 
and Whitelaw that sulphapyridine is a more potent 
antipneumococcal drug than sulphathiazole. 


PROGNOSIS IN SACRO-ILIAC DISEASE 


Tue outlook for the patient with sacro-iliac tuber- 
culosis has not been reassuring in the past. Apart from 
the immediate danger to life, the disease seemed likely 
to condemn its victim to a life of chronic invalidism. 
H. J. Seddon and F. G. St. Clair Strange ® have dispelled 
the gloom to some extent. Their opinion is based on a 
series of cases more extensive and more carefully studied 
than any preceding it. They consider the outlook good 
in all cases that are not complicated by associated tuber- 
culous lesions in other organs ; and the isolated lesion, 
without sinuses, they regard as almost a benign disease. 
Recovery is the rule and enables the patient to return 
to full work within 5 years without fear of relapse. 
Granted sound healing, pregnancy is not contra-indicated. 
Seddon’s series is drawn from three main areas of 
England—Oxfordshire, Lancashire and London. The 
results are so different in the different areas that some 
local factor had to be sought. The best figures come 
from Oxfordshire, where the case-fatality rate is but a 
fraction of that of Lancashire. Moreover in Oxfordshire 
a smaller proportion of patients came for treatment 
already suffering from tuberculosis elsewhere than in the 
sacro-iliac joint. Seddon’s explanation is that the 
organised series of clinics, of which the Wingfield-Morris 
Hospital is the centre, ensures earlier diagnosis of the 
disease and protects the patients against improper treat- 
ment of abscesses before admission to hospital. ‘* The 
net that catches them” is more efficient than in either 
London or Lancashire. 

Sacro-iliac tuberculosis differs from other forms of 
joint tubercle in being commonest between the ages of 


. See Lancet, Oct. 5, 1940, p. 422. 


6. McLean, I. H., Rogers, K. B. and Fleming, A. Ibid, 1939, 1, 562. 


. Gaisford, W. F. and Whitelaw, W. Jbid, Oct. 12, 1940, p. 451. 


8: Kneeland and Mulliken, J. clin. Invest. September, 1940, p. 735. 


¥. Brit. J. Surg. October, 1940, p. 193. 
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16 and 35. The younger cases do better than the older, 
and the children best of all. Advanced age is the main 
single factor in raising the fatality-rate. When the 
disease is fatal death is likely to occur in the early stages. 
Seddon’s figures show that if the patient has lived for 
5 years his chance of ultimate survival is excellent ; and 
after 6 years the fatality-rate is negligible. Three 
clinical types are recognised—the closed isolated lesion, 
the isolated lesion with sinuses, and the lesion associated 
with tuberculous foci elsewhere. Next to advanced age, 
associated lesions are the main danger to life. Death may 
be due to meningitis (often only a terminal event), to 
pulmonary disease, nephritis or generalised tuberculosis ; 
lesions of the spine are present in a fair proportion of cases. 
Cases with such associated tuberculous foci show the 
high fatality-rate of 55%, as compared with 10% for cases 
with an isolated lesion without sinuses, and 25% for those 
with an isolated lesion with sinuses. The task of the 
surgeon is to prevent, as far as lies in his power, the 
formation of sinuses, and to search his patient for 
associated foci. All patients with sacro-iliac tuber- 
culous lesions should have radiographic examination of 
the chest, whether or not there is clinical evidence of 
lung involvement.. The sedimentation-rate should be 
watched ; any considerable rise points to a possible 
major complication. Periodic examination of the urine 
for tubercle bacilli should be carried out, even in the 
absence of suggestive symptoms. Seddon insists that 
in treatment time must be no object. The older methods 
of eradication and excision failed to arrest the disease 
and produced an appalling series of deformities. Fusion 
operations are soundest, and Seddon shows that they 
can produce a firm ankylosis, the only satisfactory end- 
result. Conservative treatment, under modern methods, 
is also followed by lasting ankylosis and so far no results 
have been produced which decide the relative merits 
of the two forms of treatment. The average period of 
hospital treatment is 18 months and it is not materially 
altered by operation. During the first year after 
leaving hospital most patients were unfit for full work ; 
during the second to the fifth years strength and con- 
fidence were regained, and most of them returned to full 
labour, some of them even to the occupation of mining. 
At the end of the fifth year almost every patient was hard 
at work. Seddon’s conclusion is that after recovery 
from sacro-iliac tuberculosis there is little or no 
permanent incapacity for either work or sport. 


THE LONDON HOSPITAL 

WE stated last week (p. 667) that the medical college 
of the London Hospital was to be established at the 
Essex County Hospital, Colchester. We are now 
informed by the dean of the London Hospital medical 
college that this statement is without foundation 
and that the facts are these. The headquarters of 
the medical college are and will remain at the London 
Hospital in Whitechapel. The preclinical school was 
removed to Cambridge at the beginning of the war 
and will remain in Cambridge. The number of beds 
available at the London Hospital is at present 300; 
senior students are working there and at sector hospitals 
nearby. Systematic teaching is in progress at the 
London Hospital during the present winter session. 
Junior clinical students spend the first six clinical months 
at Chase Farm Hospital, Enfield (800 beds), where the 
teaching of pathology has alse been organised. Inter- 
mediate students in the second clinical year are scattered 
over a number of sector hospitals where facilities for 
medical education exist and where clinical material and 
clinical teachers are available. Ten clinical students have 
been temporarily attached to Essex County Hospital, 
Colchester. There has at no time been any suggestion 
of moving the medical college to Colchester, and 
we regret that so misleading a statement should have 
appeared in our columns. 
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THE LANCET] 
Special Articles 


GENERAL MEDICAL COUNCIL 


PRESIDENTIAL ADDRESS 


OPENING on Tuesday the 152nd session of the council 
Mr. H. L. Eason spoke with appreciation of the way the 
administrative and domestic staff had carried on their 
work under hazardous conditions with no loss of effici- 
ency. He explained why the present session was being 
held as usual. The High Court of Justice was still sitting 
in London; workers in all factories had been urged to 
carry on their work notwithstanding air-raids, and he felt 
that members of the council would wish to face whatever 
risks there might be with equal determination. He 
alluded to the death since their last meeting of two 
former members of the council. Prof. William Russell 
had represented the Edinburgh College of Physicians for 
the twenty years 1913-33. He was one of the four mem- 
bers who survived from 1914—18 to the outbreak of the 
present war. His quiet manner but resolute mind were 
highly appreciated on the council. Mr. F. J. Steward 
had represented the Royal College of Surgeons 1932-36. 
Endowed with more than usual shrewd and hard-headed 
common sense he served the council effectively with the 
minimum of unnecessary speech. He went on to regret 
the retirement of Prof. Waterston, who represented the 
University of St. Andrews from 1930. He was a wise 
and tactful colleague, vigilant to secure punctilious 
observance of standing orders. In his place he welcomed 
the appointment of Dr. Daniel Fowler Cappell, dean of 
the faculty of medicine and professor of pathology, whose 
extensive knowledge of the problems of medical educa- 
tion would be of value to the council. 

WAR-TIME EXPANSION OF THE MEDICAL REGISTER 

Since the last meeting of the council, the President 
continued, a defence regulation (328) has been passed 
which enables practitioners legally entitled to practise in 
any territory outside the United Kingdom to which the 
regulation is applied, or in any part of that territory, to be 
temporarily registered in the colonial list or in the foreign 
list of the Medical Regist r (as may be appropriate) for a 
period not longer than the period of the present emer- 
gency, if it is shown to the satisfaction of the council that 
the practitioners fulfil the prescribed conditions. The 
regulation is to be applied to territories, and the condi- 
tions of temporary registration are to be prescribed, by 
orders made under the regulation by the Minister of 
Health, the Home Secretary, and the Secretary of State 
for Scotland, acting jointly. On Sept. 14 an order was 
made by the ministers applying the regulation to each 
of the provinces of Canada and to the United States 
of America. The order prescribes as conditions of 
temporary registration that applicants 

(1) shall be British subjects or citizens of the United States ; 

(2) shall be of good character ; 

(3) shall hold a medical diploma or diplomas granted, as the 
case may be, in a province of Canada or in the United States 
which is recognised for the time being by the council for the 
purpose of the order as furnishing a sufficient guaranteé of the 
possession of the requisite professional knowledge and skill. 

The way is thus opened to our colleagues in Canada 
and in the United States who wish to give practical ex- 
pression to their belief that our country’s cause is their 
cause by placing their professional services at the disposal 
of the authorities here so long as the em:rgency lasts. 
The defence regulation and order are important in the 
history of medical legislation in that by them a condition 
intermediate between that of being unregistered and that 
of being registered (subject to the operation of certain 
sections of the Act of 1858) for life has been defined. 
These measures give additional powers to the council 
during the present emergency, and provide an admirable 
precedent for similar emergencies in the future. 

RECIPROCITY WITH ITALY 

An end has been put, by an order in council of Oct. 11, 
to the reciprocal relations with Italy which were entered 
into in 1901, nearly forty years ago. The history of the 
negotiations which led up to the establishment of these 
relations, and of the circumstances which preceded their 

severance, is too long for me to relate now. The right 
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of persons whose names have been already entered on the 
foreign list of the Medical Register by virtue of recognised 
diplomas granted in Italy is, in accordance with sub- 
section (2) of section 17 of the Act of 1886, not prejudiced 
by the new position ; but I may permit myself to say 
that for the greater part of the long period during which 
reciprocity with Italy existed in name she was taking 
privileges far more extensive than any that she gave. 


POTATOES 


PoTaTo hunger is widespread ; few of us feel we have 
had a proper meal in the day unless potatoes have 
appeared at least once on the plate. In a discussion on 
the potato as food, held on Nov. 13 by the nutrition panel 
of the food group of the Society of Chemical Industry, 
with Mr. André Simon (president of the Wine and Food 
Society) in the chair, this universally admired tuber was 
examined critically and came out of the ordeal with fresh 
lustre. Its percentage constitution, which was summar- 
ised during the discussion by Mr. L. H. Lampitt, D.Sc., is: 


Water 68-81 Sugars 0 2-08 
Starch 12-18 Pectins 0:2-0-8 
Total nitrogen.. 1-7—2:6 


The content of starch can be varied by selection and 
cross fertilisation and German workers have produced 
potatoes containing as much as 25-40%. The protein 
content which accounts for only half the nitrogen is a 
globulin called tuberin ; the remaining nitrogen is present 
as histidine, lysine, arginine, tyrosine and _ possibly 
asparagine and leucine. 

Storage does not affect the nitrogen but increases the 
sugar content owing to the breakdown of starch. En- 
zymes present in the potato include phosphatase, 
oxidase, catalase and tyrosinase ; the last is believed to 
convert tyrosine into melanin in the presence of air and 
so may be responsible for causing the blackening during 
cooking which sometimes occurs. Cooking causes the 
cells of the potato to separate and disintegrate, turns the 
starch to jelly, degrades the pectins and coagulates the 
proteins. The agreeable brown colour of the fried potato 
is due to the conversion of the surface sugar to caramel. 

Mr. R. N. Salaman, D.Sc., F.R.S., director of the 
Potato Virus Research Station, mentioned that potatoes 
have probably been cultivated for two or three thousand 
years and men have learned to choose frost-resisting 
types and those which yield heavy crops. Unlike vege- 
tables raised from seed, such as turnips and cabbage, 
the potato is propagated by the tuber itself and that 
ensures that the stock never reverts to a poorer or simpler 
type. Unfortunately it is the butt of several enemies : 


a fungus causes wart disease, and another fungus blight ; 
virus diseases are conveyed to it by the green-fly, and the 
annual loss from virus disease in Great Britain amounts, 
he said, to 30% of the crop or about two million tons, 
worth £15,000,000. This can be avoided, he holds, by 
using virus-free potato seed; without increasing the 
acreage under potatoes, it would thus be possible to 
increase the crop by nearly a third. Different qualities 
in a potato are needed for different purposes: the 
caterer wants a potato not too insipid or too pronounced 
in flavour ; it must boil well and fry well and not absorb 
too much oil in cooking. A potato which boils well is not 
likely to be a good fryer. 

Dr. Salaman’s reflections were later supplemented by 
the chairman, who gave the following advice on boiling 
potatoes: the mealy potato should be put into boiling 
water, the waxy potato into cold water which must then 
be brought to the boil. There is no need to wait until a 
fork can be put into the cooking potato ; when it is half 
done the water should be poured off and a cloth should 
be put over the top, the potatoes being left to cook in 
their own steam. Miss Harriette Chick, D.Sc., also had 
a word to say about cooking potatoes; she knew no 
evidence to support the belief that the goodness of the 
potato is inits skin. By boiling potatoes in their jackets 
the water-soluble constituents are conserved, which 
otherwise diffuse out, but there is no other advantage. 
Its nutritive qualities are such as to make it a partial 
substitute for bread, which it resembles in calorie and 
carbohydrate content. Its protein content is less but is 
of good quality ; it contains as much available iron and 
phosphorus as white bread, though less than wholemeal. 
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When potatoes are eaten alone about 56% of the total 
calories and 15% of the nitrogen remain undigested, but 
when eaten with bread or meat the residues are less. 
Potatoes are an important source of vitamin C not 
because they contain a great deal of it, but because they 
are eaten so freely. They are among our national anti- 
scorbutics during the winter when fruit and vegetables 
They contain as much vitamin B, as 
wholemeal bread and the vitamin-B, content compares 
with that of meat. Fat content of potatoes is negligible, 
and there is a corresponding absence of vitamins A and D. 


become scarce. 


PREJUDICE AND THE EAR-PLUG 

MANY people seem to encounter difficulties when they 
try to use ear-plugs ; others have adopted them readily. 
The Wartime Social Survey found that 13% of people 
living in Shoreditch had bought ear-plugs by late 
September, 1940; the Mass-Observation social research 
organisation found in mid-September that the figure 
for 5 London boroughs was also 13%. According to 
the Mass-Observation inquiry between the start of the 
war and the third week of air bombardment about 1 
person in 8 bought ear-plugs in heavily bombed areas. 
At this time (before distribution of free ear-plugs had 
been arranged) there were adequate supplies in most 
stores, and prices were reasonable. About half of those 
who had bought plugs had used them, and used them 
regularly, usually every night. The other half (250 
people studied) almost without exception had not used 
the plugs at all after an initial attempt. They disliked 
them, sometimes violently ; but among the regular users 
there was strong enthusiasm. Many of those ready to 
try them found them initially unpleasant. It took 
some people a week or more before they could get used 
to using plugs, even when they were keenly anxious to 
Some people who have got completely used to 
wearing plugs while they are awake and put them in 
as soon as the sirens go, continue to pull them out of 
their ears while they are asleep, and some even throw 
them across the room. 

This investigation and others have shown that a 
primary factor in producing strain and lowering morale 
is the bombs and guns; and as one of our 
peripatetic correspondents pointed out (Lancet, Nov. 2, 
1940, p. 566), listening for the noise is of more importance 
than the noise itself. A large proportion of those losing 
sleep or suffering from strain were found by Mass- 
Observation to be listeners—people who listened for 
the plane coming, or for the bomb swishing, often with- 
out being able in any way to improve their position or 
increase their safety if and when they heard something. 
To such people, especially women, the very idea of ear- 
plugs was repugnant. Being in expectation of possible 
death, they did not want to be taken unawares. The com- 
monest objection to ear-plugs is contained in the phrase 
** | might miss something.’’ But people in this frame of 
mind would probably benefit greatly from the use of 
effective ear-plugs ; indeed, those who have overcome 
their objections and taught themselves to use plugs 
admit it. At the present time the need for plugs in 
London is not so great as it was in September, or in 
October when 


do sO. 


noise of 


free plugs were distributed. This is 
reflected in the figures for sleep obtained in regular 


surveys of 5 London boroughs. 


Date No sleep Less than 4 hrs, 
Sept. 19 va vigil 77 
Sept. 26 7 43 
Oct. 6 : 3 23 
Oct. 16 5 17 
Oct. 30 0 7 
Nov. 10 ; 0 7 


These figures are open to the usual sampling errors, 
but they reflect a trend back towards normal hours of 
sleep after an early period of major dislocation. In the 
provinces the process of acclimatisation is probably not 
so well advanced. 

The prejudice against ear-plugs raises a problem of 
permanent significance. When, in early October, the 
Ministry of Home Security made a free issue to the whole 
population, it took few steps to overcome these illogical 
objections. However efficient the plugs might be, 
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simply issuing them was not enough to make everybody 
use them. A study made by Mass-Observation during 
the free issue in a London borough showed that for every 
3 people who said they would use or try the plugs 7 
said they would not. The Ministry of Home Security 
clearly stated that the plugs were not intended to give 
physical protection—their function was to “‘ reduce the 
crash and concussion of explosives ’’ and to “ prevent 
the shattering effect of noise on the nerves.’’ To issue 
ear-plugs which do not give physical protection is a 
thoughtful and agreeable gesture, but cannot hope to be 
successful in the teeth of the strong tensions and pre- 
judices of a highly individualistic people. Energetic 
propaganda is required to make the plugs appear desir- 
able—simple instructions, drummed in through several 
channels, explanations, and illustrated leaflets. In the 
heavy cost of producing ear-plugs for everyone, 1°, 
might have been allotted to a campaign to put the 
principle across. You cannot take by storm the some- 
times ill-informed but genuine and usually sensible 
feelings of that three-quarters of the population which 
left school before it was fifteen. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THESE are strange times for those who were family 
doctors in the older “ residential districts ’’ of London. 
We had probably the pleasantest kind of town practice. 
Cultivated folk of moderate means with a house and some 
children and one servant or two made up the best part 
of our clientele and on the whole proved themselves 
intelligent, loyal and grateful towards their doctors. 
By way of variety there was a sprinkiing of richer and 
poorer people, and domestic servants made grateful and 
usually unexacting panel patients. Like any other 
practice it had its irmtating features but 1t was a good 
kind, and it is gone. Even before the war our nicest 
patients tended sooner or later to move into the country 
and live there, and their houses were divided into 
* maisonettes ’’ or replaced by blocks of flats. Life in 
town was becoming more difficuit, life in the country 
easier for the professional classes. They were not 
whole-hearted Londoners. They loved the country 
and their summer holidays and sooner or later the weck- 
end cottage became their permanent home. Still, until 
the war there were enough of them to keep us alive. 
Some went but some stayed and a few even came in 
from the provinces. But at the first puff of the blast 
of war they went. Not of course all, but a large pro- 
portion of people with families left their houses and were 
gone or never came back from their summer holidays, 
and the wailing sirens of the first few days, though 
nothing came of their prophecies of woe, drove out many 
more. Their servants have gone with them—though 
it is odd how their medical record cards linger behind— 
and all that ministered to them, bookselle1s, chemists, 
schoolmasters, highbrow cinemas, music makers, teachers 
and sellers, have followed them if they can. We had 
our warning at Munich-time and sure enough it happened. 
Whether if the war had gone otherwise they would have 
come back does not now matter, what is certain is that 
the pleasanter parts of London have been seriously 
depopulated. Empty houses and flats stare bicakly 
at us in every street ; closed shops, cinemas and private 
schools tell the same tale. There are people in plenty 
to be seen about, but our practices as we kuew them are 
gone, and we have an uneasy feeling that ** take them for 
all in all we shall not look upon their like again.”’ 

Our case, of course, is not universal. In the country 
general practice must be going strong, and even in 
London there are those who fear that air-raids will keep 
their patients at home and thus multiply visits and that 
they will be hard put to it to squeeze their day’s work into 
the short winter day. They may prove wrong because 
I fancy many of the mildly sick will just lump it. Our 
common folk have a great deal of passive courage and 
patience though sadly little initiative. But be that as 
it may, it would take a very lively epidemic to make us 
busy here—that is, so far as practice is concerned—and 
yet it is not easy for us to abandon what is left and to 
lend a hand where there is more to be done. 


The doctor 
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nust work from a base, he cannot usefully be sent like 
suns or soup kitchens to meet a local need. Mere re- 
listribution would not solve the problem. What, then, 
ure we to do ? Some are gone into the Services but most 
sit tight and look for second strings to their bows. Happy 
is the man that hath at least one, if not his quiver full 
of them. The trouble is they so soon stretch and sag. 
Recruiting boards were a good- -seeming string for many 
ind we rose at summer dawn and drove ten miles to sit 
» them, worked hard and saw all the medical curiosities 
generally reserved for the higher clinical examinations. 
But it, seems we have “ done ”’ the recruits—or nearly 
done them. Then there are school-children. There was 
for a little time a quite considerable stream of children 
registered for evacuation to be inspected and it was 
entertaining to read in one of your esteemed contem- 
poraries that the school medical service of London 
‘*was idle because the schools were largely closed.’’ 
Actually it was just then working seven days a week and 
recruiting outside help, but soon the stream became a 
trickle and the trickle dwindled to a drip though because, 
for understandable reasons, it is decreed that each 
several drop shall be seen on the day after it registers 
even the drip method of evacuation fills the inspecting 
doctor’s time. It is not uncommon to spend 24 hours 
in visiting three widely separated schools and to see five 
children among the lot. Next, may be, we shall find 
ourselves conducting some kind of clinic or dispensary 
in the bowels of the earth among the deep-shelter 
dwellers. What will be the end of it God knows, but 
Lexpect we shall worry along, and if we prove reasonably 
adaptable neither we nor our children will starve. 


Driving out to a midder case in a distant village the 
other night, half asleep, my body just emerged from the 
cocoon-like warmth of bed, my mind dreamt with envy 
of the good old days when man, obeying the restrained 
instincts of the animals, amid dancing and rejoicing did 
his mating in the spring, so that woman could bear the 
child in the inactivity of the winter when the nomads 
came to rest. We could have got all this midder business 
over in what—a month or six weeks ? Then ten or eleven 
months clear. Co .ldn’t we suggest . . Curse this 
mist, it’s getting thicker and there is a dyke on each side 
of me; careful now, no dreaming. But why the deuce 
should he want to mate in the spring ? Half starved on 
winter rations, devitaminised, detanned, what sort of 
children will he beget in that state ? How infinitely 
preferable to wait until the autumn, when the summer’s 
sun is still glowing in our skin, and the berries and fruits 
of the earth are giving us health and strength. That 
would bring the confinement season to mid-summer. 
Splendid ! We ought really to start a society. ... Care- 
ful, careful, there’s a bad corner coming, just by the pool 
where the water-violets bloom in June. You know you 
are not driving as fast as you could. You are using this 
mist as an excuse for slow driving ; at the back of your 
mind you have a hovering fear of midder, of some 
abnormality, a dental presentation or twisted triplets, 
something which will expose your ignorance, or make 
you act quickly, which would be most uncomfortable 
for you in your present dreamy state. You know you'll 
be as pleased as Punch and overbearingly c.vil to the 
relatives if it’s a B.B.A. You seem to forget there is a 
woman in pain who needs your help—or thinks she does, 
poormutt. You are driving faster now only because you 
want to convey to the village an impression of dash and 
speed, of the energetic conscientious doctor. That mist 
you came through will be a thick fog when you talk to 
the midwife. A psychologist would call you an escapist. 
Damn the psychologist. Which is the cottage anyway ? 
7 ~ * 


Some day a Lancet Commission might be set up to 
inquire into the habits and customs of the medical pro- 
fession as touching the employment of leisure. Doctors 
have a deservedly high reputation for the cultivation of 

elegant pastimes. In particular, there is a high pro- 
portion of medical men with a love of music, and not a 
few who can give a good account of themselves on the 
cornet, flute, harp, sackbut, psaltery and dulcimer. One 
of the most interesting phenomena in Liverpool is the 
sight of a former professor of surgery making his way 
down Rodney Street for his weekly lesson on the ’cello. 
For my own part I prefer the fiddle. 


The ideal of “‘ an 
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hour a day ”’ is difficult of attainment now that I have 
undertaken to put the baby to bed of an evening (one 
must see one’s offspring sometime, and preferably in 
the nude). However, with a few introductory remarks 
on Pavlov and conditioned reflexes I persuaded my wife 
to allow me to combine the two activities. It was with 
some pride that I was able to report that the infant went 
to sleep within a quarter of an hour of my tuning up. 
“‘There’s one thing about it,’’ commented my wife 
thoughtfully, ‘‘ if he can sleep through that it’s certain 
that the sirens won’t disturb him.’’ My humiliation 
was complete when I read in THE LANCET leader on 
safeguarding sleep that ‘‘ Noise alone does not keep 
people awake once they have had a little time to recognise 
that it has no importance for them.”’ 
* * * 

During the past couple of years I have been engaged 
on a small clinical problem that has a bearing on old age. 
I have found an abundance of clinical material in the 
public-health institutions. The other day, following up my 
investigations on an old man, I remarked while standing 
at the bedside, ‘‘ He’s seventy-two, I see, Sister.’’ 
‘‘ Ninety-two’”’ the patient interjected, seriously offended. 
I smiled indulgently, and looking at the chart over the 
bed I said, ‘* Your age is given on your card as seventy- 
two.’ ‘* Yes, doctor,’ explained sister, smiling in her 
turn, “ but that card was made out twenty years ago.”’ 

* * ~ 


In September, 1939, I was evacuated with part of my 
hospital to a small town called Beerchester, forty miles 
from London. I spent four months there wondering 
why we were not recalled to London, since all was quiet 
there in those days, and in the end we went back. 
Eleven months later | returned to Beerchester, this time 
of my own inclination, because all the patients had gone 
to the country. Last year the journey was quite an 
adventure. Driving down on the first night of the 
blackout on a late summer evening was rather thrilling ; 
it was setting off into the unknown with a burning hope 
that we were going to deal with hundreds of casualties 
and get plenty of surgical experience. Of course, 
nothing happened, but lke everybody we enjoyed the 

‘flap’’ and momentary self-importance. Beerchester 
was in a furore that warm summer evening, being a 
mobilisation centre for the Army. The streets and pubs 
were full of soldiers enjoying their mobilisation grants— 
our first job later was to sew up the rents they had 
made in each other as a result. Later the town filled 
with busloads of children from London who all arrived 
on a market day. Children, animals and market stalls 
made a good mixture. The war in those days was a 
joke—the Germans would rebel before Christmas and the 
French would invade Germany while we slept. After a 
week of settling in we found that the town was really very 
quiet and when the soldiers left we were almost the only 
foreigners there. The four months passed uneventfully. 

October, 1940, was different. The evacuation was 
premeditated. There was no burning hope of masses of 
surgery, but just a small one that we might see an 
ordinary case instead of all the air-raid stuff. Six weeks 
in London helping with the casualty service had almost 
convinced us that the student is superfluous in a London 
hospital casualty clearing station. He is too proud to 
carry stretchers and not qualified to sign a death certifi- 
eate. The day | came down to Beerchester it was rain- 
ing. The country was bleak and dripping, the trees 
were bare and it was generally pretty gicoomy. The 
town itself was full of wet, pushing, shoving, irritable 
refugees. It looked like a picture of an Eastern market. 
There were fewer cars about and many more bicycles. 
The shops were full of people trying to buy things which 
had run out. No cigarettes, chocolates or sweets. The 
people from London overflowed from the pavements into 
the road and made driving difficult. Many of them slept 
in the town hall and all the small houses of the villages 
around were crowded with other unfortunates. The 
hospital, which last year was only two wards and a lot 
of Ministry of Health theory and plans, had materialised 
to a considerable extent. Now there were a lot of beauti- 
ful green huts full of patients, many of them from the 
teaching point of view quite good. It was rather a shock 
to see this small hospital housing so many students— 
last year we were 25, this year 75. However, there are 
about three or four patients each ; not bad these days. 
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Letters to the Editor 
THE SICK IN BOMBED AREAS 
Sir,—It seems clear that unless bombing becomes a 


frequent day-time affair or increases very greatly by 
night—both I sincerely hope unlikely—there will never 
be the swarm of wounded civilians so confidently ex- 
pected, and the vast provision for them will probably 
never be needed unless we are successfully invaded. But 
lots of people this winter will be ill and will need nursing 
and rest in bed and medical treatment and ought to be 
provided for. If I were Mr. Morrison I should com- 
mandeer plenty of sites where buildings lately stood, 
clear out and roof in their basements, perhaps replacing 
the rubble which makes an excellent bolster, reconnect 
their drains, gas, water and electric light and make them 
into little cottage hospitals (or medical wards) for the 
use of the neighbouring G.P.s. We show so far almost 
no tendency to take advantage of the opportunities of 
war and turn ill to good, but here is one. Fritz has 
cleared any number of sites by knocking the buildings 
down and any number of houses by frightening their 
tenants away. Why don’t we use them ? We don’t want 
big shelters or big hospitals—they are dangerous in every 
way—we want lots of small ones, and everyone ought to 
know how comfortably you can live under a ruin; we 
all did it in France. Fit up some of the basements as 
surgeries and others as small medical wards, supply 
cooks, cleaners and nurses from the women’s organisa- 
tions and let the doctors do the doctoring. 
COCKNEY.: 
MALARIA ON BOARD SHIP 

Str,—The letters from Dr. Hutton and Colonel Napier 
in your issue of Nov. 9 are of considerable contemporary 
interest. Ever since the outbreak of war and the con- 
sequent adoption of the convoy system there has been a 
constant stream of severe infections of subtertian malaria 
in merchant seamen and passengers finding their way to 
the port of London. All of them appear to have con- 
tracted their primary infection in the harbour of Free- 
town, Sierra Leone. It will be remembered that the 
same occurred in transports towards the close of the 
last war. 

It seems from an extensive experience of this class of 
case that some of our previously conceived ideas may 
have to undergo revision. Given a favouring wind and 
other conditions, virulent subtertian malaria may be 
contracted in any location in Freetown harbour, however 
far distant from the shore. In some of my cases the 
actual stay there has been less than twelve hours, and 
they appear to have contracted the disease by having 
been bitten by infected anophelines which must have 
been blown aboard, though many do not remember 
actually being stung. In some instances deaths have 
occurred on the voyage home, and the sad point is that 
the possibility of malaria has not always been recognised 
by medical officers who have had no previous experience 
of this extremely puzzling fever; but most of the fatal 
cases have occurred on vessels which do not carry a 
doctor on the strength. Subtertian malaria may assume 
so many clinical guises that one should suspect it in 
every case of sudden illness arising ten days or more 
after leaving the West Coast of Africa. The algid or 
afebrile cases in which gastric or intestinal symptoms 
predominate are the most deceptive, and I have found 
that it is in these instances that quinine is apt to be 
withheld. If the principle were to be adopted (and I 
believe it is being done now) of exhibiting quinine or 
Atebrin to every suspicious case in the absence of a 
microscopical diagnosis (which usually cannot be per- 
formed on board ship), then these extremely regrettable 
fatalities could be avoided. In cases with cerebral 


symptoms, delirium or coma, intramuscular injection of 


quinine should be unhesitatingly given. . 
Another point I should emphasise is that on routine 
examination of travellers returning from West Africa 
scanty subtertian parasites (in the ring form) may often 
be found in the blood when there are no signs of ill health, 
splenomegaly or history of fever, and it is just these 
symptomless cases which may culminate in a fatal attack 
shortly after arrival in this country. Based upon these 
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experiences I have for several years past been advocating 
a prophylactic course of atebrin (0-3 g. daily for seve: 
days) during the voyage home, as the customary prophy- 
lactic dose of quinine gr. 5 is not sufficient. This i 
admittedly a veryY simple procedure, unaccompanied by 
unpleasant results, and since the adoption of this rule by 
several West African trading companies the incidence 
of severe cases of subtertian malaria and blackwate: 
fever in their employees has entirely ceased. 

A product identical with atebrin is now being manu- 
factured in this country under the pharmacopceial nam« 
of mepacrine hydrochloride. The combination of quinin« 
and atebrin in the treatment of these severe cases of 
subtertian malaria has in my hands given consistently 
good results. 

Harley Street, W.1. 


PSORIASIS UNCONQUERED 


Sir,—Your annotation of Oct. 19 (p. 496), and the 
article by Dr. John F. Madden which inspired it, betray 
an ignorance of ali that clinical observations, to say 
nothing of laboratory investigations, have taught us 
about psoriasis. Although there is little positive 
evidence to support it, the view that psoriasis is a 
specific disease caused by an undiscovered micro- 
organism, virus or other, is perhaps defensible ; but the 
more one studies the disease, or rather those who are 
afflicted by it, the more likely does it seem that it is a 
non-specific reaction of the skin of certain persons, 
comparable to eczema and urticaria, the tendency to 
which is inherited in about 30 per cent. of cases. If this 
is true, it is just as absurd to talk of a “ cure”’ for 
psoriasis as it is for asthma, eczema, or rheumatism. It 
is a question of what will cure Mr. A’s asthma or Mrs. B’s 
psoriasis. 

At a joint discussion’ by the sections of physical 
medicine and dermatology of the Royal Society of 
Medicine two years ago Dr. Elizabeth Hunt adduced 
arguments for regarding psoriasis as a non-specific 
allergic reaction of the skin and, if we consider the 
arthritis of rheumatic fever and of rheumatoid arthritis 
as articular allergic reactions, this view is strengthened 
because of the undoubtedly close association between 
the psoriasis of childhood with rheumatic fever and that 
of adult life with rheumatoid arthritis (psoriasis arthro- 
pathica). In my own opening paper read at the same 
meeting I tabulated what I consider to be the chief 
factors in the etiology of psoriasis, and emphasised that in 
the light of our present knowledge successful treatment 
depends upon a consideration of the probable provoking 
factors and upon complete investigation in each individual 
case. This is true of all non-specific diseases. | 
pointed out that the treatment of the sufferer from a 
specific disease, such as syphilis, malaria, or diphtheria, is 
with certain reservations cut and dried, whereas every 
patient with some non-specific (or apparently non- 
specific) disease presents a separate problem, since the 
same symptoms may be evoked in different cases by 
factors which at first sight have nothing whatever in 
common. Different methods or drugs are employed for 
the treatment of a specific disease, and such treatment 
is modified with increasing knowledge or as a result of 
new discoveries. Since the cause of the disease is always 
the same, no matter what the age, sex, habits, or con- 
stitution of the patient, a comparison of the effects of the 
various methods or drugs in vogue may usefully be made, 
provided the number of cases is sufficiently large to 
enable one to draw accurate conclusions. In my opinion, 
however, this is not so in non-specific diseases except as 
regards the temporary control of this or that symptom. 
It is justifiable, for example, to attempt to determine in 
what proportion of cases adrenaline will control asthmatic 
seizures or outbreaks of urticaria, or the efficacy of 
different topical applications in eczema or psoriasis. 
But the blunderbuss method employed by Dr. Madden 
in 112 cases of psoriasis without any regard for the 
probable causative factors in the different patients 
seems to me a waste of time. It teaches us nothing. 

As for your annotator’s remark—* Probably the time- 
honoured method of applying an unguent containing tai 
to the patches ... and of giving him a small dose of 
arsenic by the mouth is still as good as anything ’’—I will 


Puitie MANson-BAHR, 


1, Proc. R, Soc. Med, 1938, 31, 708. 
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mly say that it indicates a lack of clinical observation 
ind deduction that is astonishing. A few considera- 
ions based on observations of actual caSes will, I trust, 
demonstrate its futility. 

(1) When psoriasis appears for the first time in child- 
hood, there is in the majority of cases an evident associa- 
tion with a streptococcal infection of the throat, the 
streptococci being of the haemolytic type. The eruption 
often breaks out like an acute exanthem after an attack 
of tonsillitis or scarlet fever, and it should be noted that 
there is the same latent or “ silent ’’ period between the 
throat infection and the appearance of the psoriasis as 
there is between the former and the onset of arthritis in 
rheumatic fever. The eruption, of course, often persists 
in chronic form into adult life, and in such cases one 
almost invariably finds a chronic infection of the throat 
with a hemolytic strain of streptococcus. Effective 
treatment of this infection will in most instances per- 
manently cure the psoriasis. 

(2) When, however, psoriasis appears for the first time 
in adult life, the same multiplicity of provoking factors 
that prevails in the ‘‘ rheumatism ”’ of adults is observed. 
In both conditions there is a group of cases in which 
focal streptococcal infection is unquestionably the 
principal causative factor, and I have had cases of 
psoriasis in which successful treatment of a chronic 
infection of the urinary tract with B. coli was followed by 
permanent disappearance of the eruption. On the other 
hand, both in rheumatism and psoriasis, infection may 
apparently play no part whatever, while metabolic 
errors may be present, such as gout. Psoriasis in middle- 
aged or elderly gouty persons, who are often obese and 
alcoholic, presents certain special features. It often 
involves chiefly or exclusively the flexures, it is usually 
very itchy, the patches are intensely congested and may 
ooze with serum either spontaneously or when the scales 
are scraped away. All these features are in direct 
contradistinction to those of psoriasis as usually met with. 
Under a suitable dietetic regime, abstention from 
alcohol, and the administration of large doses of alkalis, 
the patches become pale, the serious oozing and itching 
cease, and the eruption gradually disappears. The 
fatuity of treating a case of this kind by the method 
advocated in your annotation, or in the same way as (say) 
a child with an acute outbreak of guttate psoriasis follow- 
ing tonsillitis is obvious. 

(3) Pustular psoriasis of the extremities, which may or 
may not be accompanied by ordinary psoriasis on other 
parts, and the so-called pustular bacteride are closely 
related ztiologically and as regards the characters of the 
pustules. Both are due to focal streptococcal infection, 
the main source as a rule being in the tonsils. Which 
type of eruption is provoked by such an infection would 
appear to depend upon whether or not the patient is an 
actual or potential psoriatic. In pustular bacteride the 
eruption is eczematous in type, whereas in pustular 
psoriasis it is clinically and histologically psoriasiform. 
The pustules in both cases are sterile and are evidently 
due to circulating streptococcal toxin coming from the 
focus or foci of infection. That the same cause should 
provoke an eczematous type of reaction in one person 
and psoriasis in another is further evidence for the non- 
specificity of the latter disease. 

Devonshire Place, W.1. H. W. BARBER. 


PREGNANCY TESTS IN WAR-TIME 


Sitr,—Both rabbits and mice which are commonly 
used for pregnancy tests are kept on foodstuff which, 
in the interest of economy, might now be saved for more 
important animals. At atime when the rabbit itself has 
become of importance for human consumption, and 
while laboratory supplies are often difficult to obtain, 
we might do well to remember that pregnancy tests can 
equally well be done with the aid of the South African 
claw-footed toad (Xenopus levis), an animal which 
needs a little scrap meat once a week only and which is 
not killed in the course of the test. While in reliability 
the xenopus test equals that of the Zondek-Aschheim 
or the Friedman method it has the advantage of always 
yielding a result within 24 hours. The results of over 
300 tests done on over 5000 animals have shown me that, 
without exception, positive tests indicate the existence 
of pregnancy. I have shown that xenopus can be bred 
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in this country, although this is admittedly more difficult 
than the breeding of rabbits or mice. New supplies of 
xenopus from South Africa have, however, so far not 
failed to arrive and there is at present no reason why 
we should sacrifice rabbits for pregnancy tests or go 
without such tests in cases where they might be of 
diagnostic importance. 

Regent's Park, N.W.1. R. E. ELKAN. 


COMPULSORY IMMUNISATION 


Sir,—I have read with much interest Dr. Cunning- 
ham’s stimulating letter and would state that with the 
exception of immunisation against tetanus of “ civilians 
exposed to the risk of recurrent injury ”*’ (unless these are 
covered by a definition of A.R.P. volunteers and A.R.P. 
full-time personnel) my authority is already carrying out 
all his suggested compulsory safeguards to public health 
on a free voluntary basis. 

To his list of diphtheria, whooping-cough, smallpox, 
the typhoid group of fevers, and tetanus immunisation 
I should, however, like to add ‘*‘ compulsory cleansing.”’ 
In a recent examination of 4411 of my school population, 
preparatory to evacuation under plan IV, exactly 300 
children were found to be verminous. Complete de- 
lousing in a short time of this number was only possible 
by utilising a team of nursing auxiliaries, working under 
the direction of the health visitors and school nurses, 
who undertook the cleansing operations at the first-aid 
post. A.R.P. vehicles waited outside the schools, where 
the medical inspections were being held, to convey the 
children to and from the post. These vehicles on the 
return journeys delivered notices to parents that the 
children had been taken for cleansing. 

If we are eventually to live in communal deep shelters, 
facilities for cleansing, whether compulsory or otherwise, 
are likely to be essential. May I add that I think Dr. 
Cunningham will find that public-health departments 
have already issued instructions to the general public 
concerning the protection of water-supplies where there 
is the least suspicion of damage to the supply or to sewers. 


Public Health Department, Erith. REGINALD LEADER. 


Srr,—Combined immunisation against tetanus, the 
typhoid diseases and diphtheria has been compulsory 
in the French army since 1936, and it is recognised that 
the immunising effect of each vaccine is increased when 
they are given together. In the British army immunisa- 
tion by tetanus toxoid and T.A.B. is on a voluntary basis, 
but has been accepted by 80% of the armed forces. 
Not one of the wounded who had been immunised has 
developed tetanus, and it is probable that the protection 
afforded will be permanent. This is a total war, in 
which the whole nation is involved, and casualties have 
been much more numerous among the civilian population, 
including women and children, than among the troops. 
Surely as much protection should be given to them. 
In addition to the ever-present danger of death or 
mutilation by enemy action, there is the more insidious 
but very real danger of decimation by epidemic diseases, 
which might spread like a prairie fire among the children 
crowded at night in the large underground shelters. 
Wholesale immunisation of civilians against typhoid 
and tetanus was strongly urged in your leading article 
of June 15, and in Dr. Cunningham’s letter of Noy. 16; 
and Sir John Ledingham has stressed the importance of 
prophylactic immunisation of all young children against 
as many of the serious diseases of childhood as is possible 
(Brit. med. J. 1939, 2, 841). 

Why is the benefit of active immunisation against 
tetanus and typhoid only given to the regular armed 
forces and not extended to the Home Guard, the police, 
firemen, A.R.P., demolition workers and the like, who 
of all civilians are most exposed to danger ? On Nov. 5 
Mr. Law, financial secretary to the War Office, said, in 
reply to a question by Dr. A. V. Hill, ‘‘ in no case has 
tetanus been reported in wounded soldiers who had 
received protective inoculation. All the reported cases 
have occurred in non-immunised men. With regard to 
T.A.B. immunisation . . . on the basis of the figures I 
have given, the chance of contracting typhoid or para- 
typhoid is increased roughly by 17 times by refusing 
inoculation. In no other army is typhoid immunisation 
not universal.’”” On Nov. 7 Dr. Hill asked whether in 
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view of the successful results of the new inoculation in 
the Army against tetanus the same protection could not 
be offered to the police, the fire services and the air-raid 
precaution services in general. Mr. Herbert Morrison 
replied that ‘‘ his department and the Ministry of Health 
had concluded that special measures of advance immu- 
nisation against tetanus should not be extended to the 
services mentioned. An adequate safeguard was afforded 
by the normal method of inoculation.’’ The inference is 
that, although full protection by the modern method of 
active immunisation should be given to the regular 
Forces, the obsolete method of passive immunisation of 
the wounded by antitoxin, with its many and obvious 
disadvantages, is considered good enough for those who 
risk their lives to protect the lives and homes of their 
fellow citizens. 

Compulsory immunisation of civilians, and especially 
of children, in those areas which are most subjected to 
ac rial bombardment is the only really effective precaution 
against the spread of serious epidemic diseases, but there 
seems little prospect of its adoption at present by those 
responsible for the public health. 


Worthing. HERBERT H. Brown. 
ZIPP IN THE TREATMENT OF WOUNDS 
Srtr,—In a previous letter (Lancet, July 6, 1940) I 


reported on the use of “ zipp”’ in the treatment of 
wounds and compound fractures. For ten years I have 
used almost no other method for accidents and animal 
maulings and can now report on 2 war wounds treated 
by a colleague with this method. Zipp is, of course, 
merely a modification of Rutherford Morison’s bipp, 
consisting of zine oxide 1 part, iodoform 2 parts, and 
liquid paraffin 2 to 3 parts, mixed to the consistence of 
clotted cream. Its advantages over bipp are that with 
zipp there appears to be no risk of iodoform poisoning, 
though it is for chemists to explain why zinc oxide 
prevents iodoform poisoning whereas bismuth subnitrate 
often fails, and bismuth poisoning obviously cannot 
occur. Moreover, zipp appears to stimulate healing 
and to have a beneficial systemic influence. 

Case 1.—Injury caused by bomb explosion. A lacerated 
wound 9 in. by 4 in. on inner aspect of the left forearm with 
much damage to soft tissues and compound comminuted 
fractures of radius and ulna. No pulse at the wrist. Ampu- 
tation seemed to offer the only hope of saving life; the 
patient, however, refused operation, but finally consented 
two days later to toilet of the wound under anesthesia. After 
limited debridement the open wound was packed with gauze 
heavily impregnated with zipp, and the limb was encased in 
plaster-of-paris, which was changed at three-weekly intervals. 
Ten weeks after injury the surgeon noted: “ Firm union ; 
hand clawed; wound clean and superficial.” I saw the 
patient a week later ; he was in excellent condition, and no 
smell except a faint aroma of iodoform emanated from the 
plaster. When this was removed the wound was found to be 
superficial and clean, surrounded by epithelialised scar tissue 
involving two-thirds of the flexor aspect of the forearm. No 
The bones were firmly united; all normal move- 
ments of the elbow and wrist-joints could be performed though 
their range was very limited. The wound was dressed with 
a bread-and-butter layer of ordinary zinc ointment and a 
fresh plaster was applied ; I expect healing to be complete 
when this plaster is removed in a month’s time. No sul- 
phonamides were given to this patient. Zipp obscures the 
radiographic picture, so that I have been unable to obtain a 
satisfactory radiogram of the fractured since the 
treatment was started. 


sinuses. 


bones 
Case 2.—Injury due to bomb explosion. Lacerated wound 
6 in. by 4 in. on outer aspect of left leg ; compound fracture 
of tibia and fibula; 2 in. of lower third of fibula missing. 
Wound toilet under anesthesia, flushed with acriflavine, 
covered with gauze and encased in plaster-of-paris. Sulpha- 
pyridine, 2 5g., was given on the same day. Three days after 
injury zipp treatment was begun, and the limb was put up 
in plaster which was changed every three weeks. I saw the 
patient eleven weeks after injury ; his condition was good 
and there was a smell of iodoform only. The plaster was 
removed and the wound found to be healing well; it led 
funnelwise down to the outer aspect of the tibia, but there was 
no purulent discharge. The tibia was soundly united. The 
upper end of the lower fragment of the fibula could be seen in 
the wound and was obviously destined to sequestrate. There 
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was full movement at the knee, which had not been include:| 
in any of the plasters, and considerable though limited move 
ment at the ankle-joint. Fresh zipp and plaster were applied. 
Chief among the advantages of the zipp and plaster 
method is the absence of all repulsive smell. In addition, 
zipp repels insects so that maggots with their threat of 
anzrobic and other infection never invade the wound. 
The intractable dermatitis which is relatively common 
with the ordinary closed-plaster technique does not 
occur, and gauze impregnated with zipp has an enhanced 
drainage power. Those of us who have used this 
method are convinced that zipp also has a therapeutic 
quality. On several occasions I have been able to arrest 
with zipp treatment cases of suppurative tropical myo- 
sitis in which ordinary drainage has failed to stop the 
progress of pyemia and the development of fresh 
abscesses. It seems certain that free iodine is liberated 
when zipp is brought into contact with body fluids 
because the starch-containing plaster-of-paris encasing 
the limb is stained deep blue within twelve hours. This 
staining does not of course occur when a gypsum bandage 
such as Cellona is used. The free iodine may possibly 
have a general as well as a local action on the body. 
East Africa. W. K. CONNELL. 


PNEUMOCOCCAL MENINGITIS 

Str—Squadron-Leader Coleman says in his article 
of Nov. 16 (p. 615) that the case-mortality of pneumo- 
coccal meningitis has been reduced to about 35% by 
sulphapyridine. 

The case-mortality of the published cases is about 35%, 
but I believe the mortality of the condition ‘to be a very 
different affair. In reviewing the subject (Brit. med. J. 
1940, 1, 804) I concluded that the mortality was still 
extremely high. This conclusion was based on the 
following points : 

Since one hospital alone could claim 39 cases in a 
three-year period, the total number of cases occurring in 
this country since sulphapyridine was introduced must 
be considerable. Yet only 14 cases successfully treated 
since sulphapyridine was introduced could be found, 7 of 
them having been treated with sulphapyridine alone. 
There was no reason to suppose that the shortage of 
published cases was due to reluctance to publish since 

-no such reluctance has been observed with meningococcal 
meningitis. 

The main conclusion of my review was that there was 
every justification for using much higher doses of 
sulphapyridine at the outset of pneumococcal meningitis 
than those usually advocated for meningococcal menin- 
gitis in which the prognosis is more favourable. This 
conclusion was arrived at, first, because 5 cases previously 
seen and treated with moderate doses of sulphapyridine 
had all died (a typical case received 2 grammes every 
four hours for four days), whereas 2 consecutive cases 
had recovered after treatment with really large doses. 
Secondly, it was considered that in some of the published 
cases timid doses had been used early, but an enormous 
total dose had been given. Thirdly, there was evidence 
(Maclean, Rogers and Fleming, Lancet, 1939, 1, 562) that 
pneumococci establish a tolerance to sulphapyridine. 
It was hoped that the principle of using large doses at 
the outset would save patients who would die on moder- 
ate doses, without harming those who did not really need 
these large doses. 

The principle of high initial dosage was justified by 
the work of Hodes, Gimbeland Burnett (./. Amer. med. Ass. 
113, 1614) whose results in 17 cases were the best pub- 
lished to date. They used the same large doses as had 
been used in my 2 successful cases, and 8 recovered com- 
pletely. It was striking to find that as their experience 
developed and they took to giving the drug both by 
mouth and by intravenous injection (so that an adult of 
12 stone might receive 34 g. in the first 24 hours) they 
cured 4 consecutive cases at the end of their series. 

I agree, then, with Coleman’s conclusion that large 
doses of sulphapyridine should be used at the outset, but 
am disappointed that he thinks this principle sufficiently 
emphasised by the statement that “‘at least 6 grammes 
a day should be given to an adult.’’ The adoption of this 
principle might mean that a patient actually received 
less of the drug on the first day than the accepted dose 
for meningococcal meningitis, which is approximately 9 g. 
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llodes, Gimbel and Burnett recommend the following 
osage. When the diagnosis is made, older children and 
dults are given 6-12 g. at once by mouth, and a quarter 
{ that amount every six hours, the full dose being 
ontinued by mouth until several successive cultures of 
he C.S.F. are sterile. In addition a 5% solution of 
odium sulphapyridine is given intravenously, starting 
with 0-1 g. per kg. of body-weight at once and continuing 
with 0°03 g. per kg. every six hours until two successive 
lumbar punctures produce sterile C.S.F. They believe 
that a concentration of 10-15 mg. per 100 c.cm. of C.S.F. 
should be maintained and were unable to achieve this 
regularly by oral administration alone. 


Norwich. STEPHEN FALLA. 


MISUSE OF TANNIC ACID 

Srr,—I entirely agree with Mr. Park’s objections to 
your leading article of Nov. 16. My recent experience 
in the treatment of burns with tannic acid in E.M.S. 
hospitals in London and the receiving areas has con- 
vinced me that painting with 1% gentian violet, 10% 
tannic acid, 10% silver nitrate, with a further layer of 
tannic acid, is ideal for all second-degree burns, even of 
the face and fingers, and for most third-degree burns. 
The cause of many failures with this treatment are : 
1) ceaning and tanning without the use of an anzs- 
thetic ; and (2) covering the tan with cotton wool and 
bandage before it is dry. Several cases which had been 
treated in London and evacuated to a base hospital 
were tight'y bandaged and there was much cedema. 
The bandage and as much of the gauze and wool as 
possible were removed, a lengthy and painful procedure, 
before the cedema subsided. I either removed all the 
dressing and repainted the exposed parts of the tan with 
5% gentian violet in alcohol, or left some of the dressing 
incorporated in the tan; both methods gave excellent 
results. All burn cases should be put on a full course 
of sulphonamide therapy for at least three days. 

The patient is the most important person in the whole 
procedure. Ask him if he has had any pain after tannic- 
acid treatment and his answer will nearly always be 
“No!” Surely that is all that is needed in the way of a 
testimonial. 

GORDON. 


Chichester. JOHN 


IMPROVEMENT IN THE MEDICAL SERVICES 


Sir,—It seems hardly fair that Sir Ernest Graham- 
Little in his letter last week should have attached so 
much blame to the B.M.A. for the part it played in the 
construction of the Emergency Medical Service at the 
outbreak of war. In a letter to THE LANCET of April 6 
Sir Ernest wrote that the E.M.S. evolved from decisions 
taken by ‘‘ (i) The Central Emergency Committee of the 
B.M.A., later called the Central Medical War Com- 
mittee ; (ii) The group officers of the sectors, constituting 
a committee of some 19 consultants ...’’ Fellows of 
the Royal Colleges in London would seem to have been 
well represented in the counsel. responsible for the 
formation of the E M.S. Further than this, we con- 
sultants relied on the Committees of Reference of the 
Royal Colleges of Physicians and Surgeons for the care 
of our interests in these matters, with result that is known 
to all of us. 

I would not go so far as to say that two blacks make a 
white, but I am sure that my consultant colleagues will 
agree that it is bad policy to indulge in recrimination 
about the past, and I do hope that the Royal Colleges 
will co6perate with the British Medical Association 
in its great effort to improve the medical services pro- 
vided for the nation. 

Mansfield Street, W.1. GEOFFREY EVANS. 


DEBRIDEMENT 


Sim,—Your annotation of Nov. 16 begins by reminding 
us not to “ worry about words rather than surgical 
principles ”’ and yet ends by suggesting that we anglicise 
the word débridement, by dropping the accent and the 
italics and pronouncing it in English fashion. Since 
there has been so much debate on the meaning of this 
excellent word, why not drop it altogether? Instead 
one can use the more extensive and better term ‘“‘ surgical 
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revision,’’ defined by Mr. R. T. Payne, on page 3 of No. 1 
of the Bulletin of War Medicine, as: 

1. Examination of a serious wound under anesthesia. 

2. Determination of its extent. 

3. Removal of dead tissue and foreign bodies. 

4. Arrest of hemorrhage. 

5. Provision of drainage, if required. 

In any case, why attempt to anglicise the word? It 
came from France, let it remain French. What other- 
wise should be done with words like contrecoup, pétris- 
sage, tic douloureux, réiduction en masse? Are we to 
pronounce them as if they were born in this country ? 
i have still to meet the surgeon whose education prevents 
his using the words with their true pronunciation. 
Finally, the author of the annotation, who wishes us to 
say ‘‘ de-bride-ment,’’ cannot have foreseen the limerick 
on page 626 of the same issue of THE LANCET. 


Chatham. A. S. PLAYFAIR. 
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‘“ToTaL national defence’’ was the keynote of the 
presidential address given by Dr. W. S. Leathers, dean 
of the medical school of Vanderbilt University, at the 
69th annual meeting of the association held at Detroit 
last month. The speeding up of the munitions industries 
will demand the efforts of industrial hygienists; the 
problems of military and industrial mobilisation in- 
volving ‘‘ migrations and readjustments of millions of 
people ’’ call for the watchful care of epidemiologists ; 
the coming of a war of nerves makes imperat ve applica- 
tion of our knowledge of the science of nutrition. <A 
special session was called to discuss the control of 
venereal diseases in a national defence programme. The 
Surgeon General (U.S.P.H.S.) presided and addresses 
were given by officers of the Army and Navy on the 
relationship of the control of venereal disease in civilian 
populations to the efficiency of the fighting services. The 
war agsociations of the last great pandemic of influenza 
were not forgotten and Dr. Frank L. Horsfall, Jr., 
reported on a new influenza vaccine prepared im the 
laboratories of the International Health Division, Rocke- 
feller Foundation. It has been found that a formalinised 
complex vaccine containing both influenza-A virus and 
canine-distemper virus effectively immunises ferrets 
against antigenically different strains of the former virus. 
In human volunteers, inoculated with a formalinised 
vaccine made from chick embryos simultaneously 
infected with the two viruses, neutralising antibodies 
were produced whose concentration had not diminished 
three months after inoculation. To what extent these 
antibodies would protect against natural infection is still 
unknown. Nor is there any reason to hope that the 
new vaccine would be effective in influenza due to 
ztiological agents other than influenza virus A. 

At a general session of the essociation the retiring 
president, Dr. Edward S. Godfrey, Jr., described the 
training given to physicians in New York State to 
prepare them for a career in public health. They come 
in the first place under the ‘‘ non-competitive ”’ class of 
the civil service, for the commissioner does not want 
mere ‘‘ examination passers.’”’” Candidates must have 
graduated from an approved medical school and have 
served at least one year of internship. They then serve 
an apprenticeship first in the district offices and then in 
the central state office at Albany. During this period, 
lasting from 6 to 12 months, the tyro finds out whether 
he likes public-health work and the officers of the 
department determine his aptitude for a public-health 
career. If the experience is mutually satisfactory, and 
only in that case, the apprentice secures a fellowship to a 
postgraduate school of public health. The fellows must 
succeed in passing the examination for a degree in public 
health if their career with the department is to continue. 
On their return from the university they enter a civil- 
service examination in open competition with physicians 
having other training and education. So far oppor- 
tunities have not been wanting for public-health 
graduates who have followed this course of training. 

Nearly 3200 members attended this convention. Next 
year the convention will meet at Atlantic City when Dr. 
John L. Rice, health commissioner of New York City, 
will preside. 
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An eventful and historic session was brought to an 
end last week, and a new one was opened by the King 
in person with all the traditional ceremonial. The 
Gracious Speech from the Throne expressed in firm but 
unboastful language the resolution of the British peoples 
to fight on against the aggressor nations until freedom 
has been made secure, and forecast with confidence a 
final British and Allied victory. The Prime Minister’s 
speech in the Commons conveyed the same message. 
He warned the House and the country that we had 
still a long road to travel, but he looked forward with 
confidence and hope to the time when we should be as 
well armed as our antagonists. A great cheer went up 
when he added: ‘‘ Beyond that I look to the time when 
the arsenals and training grounds and science of the 
British Empire shall give us that material superiority 
which added to the loyalty of constant hearts will bring 
victory and deliyerance to all mankind.” 


Lord Horder on Shelters 

In the last hours of the old session, on Nov. 20, Lord 
ADDISON initiated an important discussion in the House 
of Lords on hygiene in air-raid shelters. He pressed the 
Government to publish the report of Lord Horder’s 
committee, and not merely the recommendations, and 
emphasised the urgency of the matter. 

Lord HorpeEr said that the crux of the problem was 
overcrowding—large numbers of people in a confined 
space with, at first, no means of sanitation, no drinking 
water, no proper facilities for sleep, in close contact with 
each other, the uninfected in close proximity to the 
infected. Much had been done, he said, to deal with the 
problem by implementing the recommendations of his 
committee, as well as by Miss Ellen Wilkinson’s com- 
mittee, the Shelters Policy Committee. Security and 
hygiene could not be separated, and the answer to both 
was dispersal by evacuation and by distribution of shelters 
and the people who used them. It would be foolish and 
criminal to say that we were even within sight of the 
solution of the hygienic problem. He could not there- 
fore give an assurance that the shelter danger to public 
health had been surmounted. On the administrative 
side Lord Horder quoted from a minute of his committee 
which stated: ‘*‘ Although we are aware that some local 
authorities have realised the danger that confronts them, 
and have taken steps to avert it, the impression made on 
the committee by its more recent observations is still 
profoundly disturbing.’’ The function of his committee, 
Lord Horder pointed out, was advisory and they had 
no responsibility for action taken on their recommenda- 
tions. At the same time they could not be indifferent 
to what they believed to be the causes which delayed 
the giving of their medicine to the patient to whom they 
had been called in consultation. They could not help 
being struck, for example, by the lack of coérdination 
between the different departments of local authorities 
resulting in no one official accepting detailed responsi- 
bility for shelter conditions. Instructions, too, were 
often issued to already overworked officials with an 
inadequate staff. In conclusion Lord Horder hoped that 
this would not be made a question of political contro- 
versy, and said that he was not an apologist for the 
Government in respect of either what they did or did 
not do. The only thing that mattered was to get on with 
this business, to say to ourselves in effect, ** | will not sleep 
comfortably in my own bed until I have done my best to 
get as much safety, whether it be physical safety or 
health safety, for the peeple who form the bulk of this 
great country.”’ 

In the debate which followed the BisHorp or WIN- 
CHESTER pleaded for dictatorial powers to deal with the 
shelter problem and Lord JESSEL emphasised the diffi- 
culties of local authorities, the unending responsibilities 
thrown on officials and the lack of material and labour. 

For the Government the DUKE oF DEVONSHIRE argued 
that the reason why the Horder report had not been 
published was that there was no single report to publish. 
When the committee was appointed it began advising 
the Government at once and the Government were in 
possession of a number of reports. Lord Horder had 
also advised ministers verbally. This procedure would 
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no doubt be continued. The Government’s aim was to 
evacuate children to places of greater safety, but they 
did not intend at present to take compulsory powers. 
The Government were applying their mind seriously to 
shelter problems, they were paying attention to Lord 
Horder’s reports, and as far as possible they were 
carrying them out.—Lord AppDISsON, being dissatisfied 
with this reply, pressed the matter to a division and a 
motion for papers was only negatived by a majority of 3. 


Cardroom Asthma 

In moving the second reading of the Workmen’s 
Compensation and Benefit (Byssinosis) Bill in the Com- 
mons Mr, PEAKE, under secretary Home Office, said it had 
long been recognised that workmen who had spent many 
years in certain dusty parts of cotton mills suffered to 
a greater extent than the general population from respira- 
tory trouble<, chronic bronchitis being the main feature. 
Their condition had come to be known in the medical 
profession as byssinosis. During the last twenty years, 
since the introduction of exhaust ventilation in cotton 
mills, there had been great diminution in the incidence 
of this disease, but a committee which recently investig- 
ated the question had found that new cases still developed 
even under present improved conditions. It had been 
repeatedly urged that these workers should be brought 
within the scope of the Workmen’s Compensation Acts, 
but there had been two difficulties in the way of applying 
those acts by the ordinary method of an addition to 
the list of scheduled diseases—diagnosis and old cases. 
It had not hitherto been possible for medical practitioners 
or certifying surgeons to determine with sufficient cer- 
tainty that the disease was occupational in any particular 
sase. There were also a considerable number of old cases, 
estimated at 250, which would not be met by merely 
scheduling byssinosis as one of the industrial diseases 
under the Workmen’s Compensation Acts. For some 
years the Home Office had been aware of this unsatis- 
factory situation and had tried to promote an agreement 
between the two sides in the cotton industry for dealing 
with it. A committee was appointed in 1937 under the 
chairmanship of Sir David Ross to consider whether an 
equitable and workable scheme could be devised for pro- 
viding compensation for both future and past cases. 
As a result of the committee’s recommendations proposals 
had been worked out by the Home Office and submitted 
to both sides of the industry ; they were now embodied 
in the present bill which could to a large extent be 
regarded as an agreed measure. Clause 1 applied the 
Workmen’s Compensation Acts to male workers who 
had been employed for not less than twenty years in 
the specified parts of the cotton mills. Clause 2 estab- 
lished the special benefit scheme for the past cases. In 
regard to these old cases it was proposed to establish 
a fund by contributions levied on every carding machine 
which would provide 10s. a week for men suffering from 
total disability. That benefit would be in addition to 
anything which the workman might receive under the 
national health insurance scheme. 

Sir FRANCIS FREMANTLE said that not one medical 
man in a thousand knew what byssinosis was. THE 
LANCET had recently headed an editorial article on the 
disease ‘‘ cardroom workers’ asthma,’’ and he protested 
against the formalism which used the word byssinosis 
instead, which no-one understood. The death-rate 
from bronchitis among male cotton strippers was five 
and a half times as high as among all occupied males 
and ten times as great as among males in such dusty 
occupations as cement working and lime burning. That 
showed there was something specific about this complaint. 
One of the most prominent workers on this disease under 
the Medical Research Council had been Prof. Carl 
Prausnitz who had come to this country after being 
compelled to relinquish his position in the University 
of Breslau. Sir Francis thought it would be better not 
to have such a strict limitation as twenty years; when 
further knowledge was gained they would find that the 
seeds of this disease were sown much earlier than that. 
Prevention was better than cure, and men who were 
seen to be affected should be taken off this work and 
given other work, being compensated for the injuries 
they had suffered. There were also objections to the 


limitation of this scheme to those who had been totally 
However, he agreed that they had to 


incapacitated. 
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begin in a small way, and must hope for improvements 
later on. 

Mr. PEAKE said he was not competent to deal with 
the medical technicalities which the answer to Sir Francis 
Fremantle’s points involved. The conclusion of the 
Ross committee was that they could not at the present 
moment certify cases of partial disability as being 
occupational in origin. They further thought that until 
a man had been employed for twenty years in these 
dusty portions of a cotton mill one could not say with 
certainty that his chronic asthma or bronchitis was due 
to his employment in the mill. 

The bill, which had already passed the House of 
Lords, received a unanimous second reading in the 
Commons and passed through its remaining stages. 
On the following day it received the Royal assent. 


QUESTION TIME 
The Horder Committee 

Dr. IrnENE Warp asked the Home Secretary if he would 
give the names of the committee associated with Lord Horder 
in considering shelter health ; and if he would publish the 
recommendations.—Mr. HERBERT MorRIson replied: The 
names of the members of the committee are: Lord Horder 
(chairman); Mrs. Creswick Atkinson, technical adviser, 
W.YV.S. ; Sir Wyndham Deedes, chief warden, Bethnal Green ; 
Dr. A. D. Mackenzie, medical officer, Ministry of Health ; 
Sir Alexander Rouse, chief engineer, Ministry of Home 
Security. The committee have presented both an interim 
report and a further report, and their recommendations are 
being published. 

Mr. K. Linpsay asked the Minister of Health why the full 
report of the Horder Committee had not been published ; 
why there had been a delay of two months between the sub- 
mission of the report and the publication of the committee’s 
recommendations ; and what was the executive machinery 
for putting the recommendations into practice.—Miss F. 
HorRsBRUGH replied : The Minister of Home Security and the 
Minister of Health decided that it was undesirable that the 
enemy should be given all the information contained in the 
full report. In addition to their initial report, the committee 
have made a series of recommendations, the last of which 
only reached us at the end of last week. The executive 
machinery for giving effect to the recommendations is the 
local authority responsible for shelter provision, under the 
general direction of the Ministry of Home Security and 
Ministry of Health. It would have been inconvenient to 
publish these in a series of documents, and we therefore waited 
until it would be possible to publish a comprehensive list of 
recommendations. 

Doctors and Motor-car Lights 

Mr. T. E. Groves asked the Home Secretary whether he 
was aware that the reduction of lighting on motor-vehicles 
was seriously impeding doctors in making emergency calls 
on patients ; and whether he would give to doctors at least 
the same lighting facilities as were available to military, fire 
services and some other official services.—-Mr. MORRISON 
replied : If you refer to the more drastic dimming of car side- 
lights which has recently been imposed, I would point out 
that at the same time permission was given to motorists to 
continue to use their masked head-light after the air-raid 
warning. This concession should considerably assist: doctors 
and other persons who are called upon to drive at night while 
a warning is in force. 

Psychiatrists for Service Casualties 

Mr. Ruys Davies asked the Minister of Health whether he 
would cause inquiries to be made into the cases of members 
of H.M. Forces in emergency hospitals suffering from neurosis 
who were not being treated for their complaint by civilian 
psychiatrists on the spot, and who had to await the arrival 
of military medical attendants ; and whether he would issue 
instructions that these men might be treated by either of the 
two branches of the medical profession as soon as their illness 
was observed.—Mr. M. MAcDONALD replied: At all hospitals 
in the emergency hospital scheme, whether special neurosis 
centres or not, civilian psychiatrists are available for giving 
consultant advice as regards service and other patients. If 
treatment is required the case is transferred to one of the 
special centres, where civilian psychiatrists carry out the 
treatment. 

Free Meals and Milk in Schools 

Mr. GEorGE ToMLINSON asked the President of the Board 

of Education which of the authorities concerned had not yet 
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adopted satisfactory schemes for the provision of free meals 
and milk in schools ; and whether the urgency of dealing with 
this question was being represented to these authorities.— 
Mr. HERWALD RAMSBOTHAM replied: According to the latest 
information in the possession of the board the following eleven 
authorities have not yet adopted schemes for free meals or 
milk: Dorset, Isles of Scilly, Soke of Peterborough, York- 
shire (East Riding), Deal, Falmouth, Kidderminster, Maid- 
stone, Margate, Morecambe, Peterborough. Provision has 
moreover been temporarily interrupted owing to war condi- 
tions in certain evacuation areas. The replies of local 
education authorities to circular 1520 are being examined 
as rapidly as possible, and where their proposals are not 
satisfactory authorities are being pressed to introduce the 
necessary improvements as a matter of urgency. 


Nurseries in Industrial Areas 

Miss E. RatHBone asked the Minister of Health if he would 
state the number of day and residential nurseries that had 
been opened for the children of munition workers by his 
department in coéperation with local authorities ; where the 
nurseries were situated ; how many children were accommo- 
dated in each of them ; and what was the approximate cost 
per child per annum falling upon the rates and taxes. Mr. 
MacDona.p replied : I have now approved the establishment 
by local authorities of 22 day nurseries for children whose 
mothers are munition workers. These nurseries, and the 
accommodation provided in each, are as follows :— 





Accom- Accom- 
Nurseries modation Nurseries modation 
Preston .. 3 135 Leeds .. 34 
Birmingham 7 290 Tottenham dt 60 
seeds 1 30 Stockton-on-Tees 1 30 
Bolton on Ie 50 Smethwick ye oe 30 
St. Helens - 2 30 Woolwich 2 75 
Redditch (Worecs.) 1 45 - 
Coventry ww & 110 Totals ow $8 939 


The estimated cost of a day nursery is 3s. per attendance ; 
of this 1s. is being met from taxes and usually the parents are 
asked to pay 1s., the balance being met from the rates. The 
Exchequer bears the approved cost of adaptation and equip- 
ment of each nursery. 


Assessment of Pensions 

Sir SMepLEY CrRooKE asked the Minister of Pensions 
whether the assessments for specific injuries resulting from 
the present war had yet been restored from the peace-time 
basis on which they stood to the higher rates commensurate 
with war-time service which were still in issue to 1914-18 
war pensioners in respect of the same specific injuries.—Sir 
W. WomeErsLeEy replied: In many cases the assessments for 
specific injuries which have been applicable to service casual- 
ties since 1923 are already the same as those for similar 
injuries due to Great War service. At the same time certain 
improvements may be made in other rates of assessment as a 
result of the recommendations of the committee of experts 
who have had the whole matter under review and which are 
at present under consideration. 


Medical History of Recruits 

Mr. Matcotm MacMILtan asked the Minister if he would 
consult with the service departments in order to make it a 
rule that men being medically examined for service on calling- 
up should be asked to give full particulars of physical or 
mental disorders from which they had suffered, in view of 
the facts contained in cases recently laid before him in which 
men were passed fully fit for active service and later became 
casualties but were refused pension or their parents refused 
allowance, and also in view of the danger to the health of 
other men sharing confined service quarters with these men ; 
and if he would review his decisions in respect of the cases 
mentioned and similar others.—Sir W. WoMERSLEy replied : 
I understand that the instructions to medical boards examin- 
ing men before entry into the Forces provide for full inquiry 
of the men examined as to their medical history and particulars 
of illnesses from which they have suffered. It must rest 
with the men to give correct answers to these inquiries. 


Health in Industry 

Mr. Davip ApAmMs asked the Minister of Labour whether 
continuous inquiry was being made into the relation of hours 
of work and output or whether such inquiries would be made 
by the Industrial Health Research Board in order to ensure 
that the health of workers was never allowed to deteriorate 
and consequently to reduce their output.—Mr. Ernest BEVIN 
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replied : The Industrial Health Research Board is continuing 
its inquiries into this subject, and any further findings and 
recommendations of the board will receive the immediate 
attention of my department with a view to appropriate 
action. 
Supply of Glycerin 

In answer to a question to the Minister of Supply Mr. 
HAROLD MACMILLAN said that it was not possible to give a 
detailed list of the purposes for which glycerin is used ; but 
technical and medicinal uses have been allotted a generous 
quota, the total amount allowed being approximately two- 
thirds of the pre-war consumption. 


Atebrin in Ships’ Medicine Chests 

Sir ErNEsT GRAHAM-LITTLE asked the Minister of Shipping 
whether he would consider substituting in ships’ medicine 
chests Atebrin for quinine as this was now manufactured in 
this country, and was regarded by competent malariologists 
as being superior to quinine, both as a prophylactic and 
curative agent..-Mr. R. H. Cross replied: I propose to issue 
to ships carrying doctors a memorandum which has been 
prepared by the Minister of Health in which advice is given 
regarding the use of atebrin, but I am informed that atebrin 
is a drug which should be administered only under medical 
supervision and sho Id not be included in the ordinary ship’s 
medical chest because it is not suitable for use by unqualified 
persons. 

Rehabilitation of Injured 

Sir SMepLey Crooxke asked the Minister of Health whether 
he was in a position to make any statement on the findings 
of the interdepartmental committee set up to consider 
problems of rehabilitation of war-disabled persons.—Mr. 
MacDonatp replied: No interdepartmental committee has 
been set up to consider problems of rehabilitation of war- 
disabled persons, but my officers have been examining with 
those of other departments concerned certain aspects of these 
problems and I hope to receive their proposals shortly. 


N.H.I. Contributions 

Mr. Ruys Davtes asked the Minister whether he was aware 
that some employers had recently decided not to stamp the 
health and pensions insurance cards of their non-manual 
employees whilst on holidays though contract of service 
continued and full wages were being paid for that period ; 
that if this practice was extended it would mean a serious loss 
of income to the pension fund and approved societies, with 
consequent reduction in additional benefits; and would he 
inform all such employers that it was their duty to stamp 
those cards in respect of every week in respect of which wages 
were paid.—Mr. MacDonatp replied: Contributions are 
payable for holidays in respect of which wages are paid, but 
cannot be claimed for holidays where the employees receive 
payment which cannot be regarded as referable to the holiday 
period. 

Diphtheria 

Dr. A. V. Hirt asked the Minister how many children 
annually contracted diphtheria and how many died of it ; 
how many hospital beds, on the average, were occupied by 
diphtheria cases; what was the total annual cost to the 
country ; and whether it was accepted by his department 
that the disease could be almost entirely abolished by pre- 
ventive inoculation.—Mr. MAcDONALD replied: The average 
annual number of cases of diphtheria at all ages notified in 
England and Wales is about 60,000, and the number of children 
under 15 included in this total may be estimated at 54,000. 
The average annual number of children under 15 who died 
from diphtheria is about 2700. The average number of 
hospital beds occupied at any one time by diphtheria cases 
may be roughly estimated at 5000, and the annual cost of 
the hospital treatment at one million pounds. I am advised 
that experience in Canada and the United States of America 
shows that the disease can be almost entirely eliminated if 
the immunisation of children can be secured and maintained 
on a sufficiently wide scale. 

Dr. Hiri: In view of the fact that children from one area 
were being freely moved to another, can the necessary re- 
agents for preventive inoculation against diphtheria now be 
provided as a national charge instead of a charge on local 


authorities ; and in view of widespread concern as to possible 
+ 


spread of infection in crowded shelters, will your department 
reconsider its present policy and take more active steps to 
immunise the 
MACDONALD : 


child population against diphtheria.—Mr. 
The policy of my department has been and 
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is to encourage local authorities to provide facilities for 
immunisation against diphtheria, and to do their best to 
persuade parents to take advantage of these facilities for 
their children. The Chancellor of the Exchequer has agreed 
that the cost of the necessary material in present war condi- 
tions should be reimbursed to local authorities by the Ex- 
chequer. I am urging upon local authorities the special 
importance of these measures in the light of the considerations 
referred to in the questions, and informing them of this 
concession. 
Medical Treatment for Service Dependants 

Mr. Groves asked the Minister whether he was aware that 
the York local medical war committee had notified doctors in 
its areas that the wives and families of men in the Forces were 
in some cases unable to afford medical attention and were, 
therefore, forced to apply to the relieving officer for treatment 
by the poor-law medical officers and proposed to compile a 
list of doctors who were willing to give free treatment to such 
persons ; and whether he would now take the necessary action 
to provide a medical service for such dependants and so relieve 
them of having to apply to the relieving officer, as this, it was 
stressed by the York local medical war committee, was often 
felt to be a stigma.—Mr. MacDona tp replied: I am inquiring 
into the matter referred to in the first part of the question. 
The provision of free medical treatment for the dependants 
of members of the armed forces has been examined in con- 
sultation with the service departments, and I cannot add any- 
thing to the full statement made by the Secretary of State for 
Scotland on April 23, 1940. 


Executive Officers at E.M.S. Hospitals 

Mr. Groves asked the Minister if he was aware that doctors 
attached to Emergency Medical Service hospitals complained 
that there were often four largely independent executive 
officers situated in different towns in respect of a single hos- 
pital and that this was occasioning delay and difficulty ; and 
whether he would look into the matter with a view to prompti- 
tude in dealing with cases and general efficiency.—Mr. Mac- 
Donatp replied: I have seen correspondence in the medical 
press to the effect stated in the first part of the question. 
The officers referred to are not independent of one another, 
and their respective functions have been defined. There is no 
reason why delay or difficulty should occur if the instructions 
are properly observed, but the arrangements are kept con- 
stantly under review by my officers who take the necessary 
action if difficulty arises in any particular case. 

Medical Services for Air-raid Shelters 

Captain G. 8S. E.tiston asked the Minister if he was aware 
that in districts within the Greater London area large night 
shelters were in use which, because they did not come within 
the scope of the circular 2190 to the metropolitan borough 
councils, lacked the medical and nursing services for which it 
provided ; and what steps he was taking to remedy this.— 
Mr. MacDona.p replied: The arrangements in circular 2190 
will be applicable where necessary in the areas referred to, 
and instructions have already been issued to this effect. 


Ophthalmic Treatment of Injured 
Mr. Tom Smrru asked the Minister the approximate 
percentage of air-raid casualties calling for some measure of 
treatment of the eye ; and to what extent such casualties had 
been dealt with at first-aid casualty posts and hospitals.— 
Mr. MacDonatp replied: I regret that this information is 
not at present available. All hospitals receiving casualties 
are, however, being asked to make periodical returns showing 
the number of eye injuries dealt with. I do not think it 
necessary to obtain special returns from first-aid posts, as the 

more serious cases will pass through the hospitals. 


The council of Epsom College will shortly award St. Anne’s 
scholarships to girls attending Church of England schools. 
Candidates must be fully nine years of age, and must be 
orphan daughters of medical men who have been in inde- 
pendent practice in England or Wales for not less than five 
years. The value of each scholarship is dependent upon the 
means of the applicant and the locality and fees of the school 
selected. Educational grants will also be available from the 
Sherman Bigg fund for children of either sex. These grants 
are not restricted to orphans, or to members of any religious 
denomination, but candidates must be of public-school age 
and. in need of such help. Forms of application for the 
scholarships and grants can be had from the secretary’s office, 
Epsom College, Surrey. 
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Obituary 


THOMAS SINCLAIR KIRK 
M.B, R.U.1. 


Surgeon Kirk who died on Nov. 10, aged 71, was the 
last in Belfast to follow the old Irish custom of title. 
He came of an Armagh family of Keady and was the 
son of Henry Kirk, a linen m«rchant in Belfast. After 
his father’s early death the family moved first to Stutt- 
gart and later to New York, 
and Kirk was educated in 
these two cities and after- 
wards at the Belfast Academy 
and the Academical Institu- 


tion. He had his professional 
training at Queen’s College 
and the old hospitals of 


Belfast, and took the degrees 
in arts and medicine of the 
Royal University of Ireland 
in 1893. After graduation he 
spent a year in Egypt and 
there seems first to have 
heard of asepsis and seen the 
methods of its application ; 
it was typical of him that he 
made a study of the tech- 
nique of the Schimmelbusch 
apparatus, which he claimed afterwards to have intro- 
duced into Belfast. He accepted a junior house- 
appointment at the hospital in Frederick Street in 1894, 
and thus began his long work in the hospitals of his home 
town. Pathology was not prominent in Belfast then, 
means and accommodation were lacking, and one of his 
first acts on appointment was to buy a Cathcart micro- 
tome ; he cut his own sections at the window of his bed- 
room. He began practice in Belfast as a surgeon in 
1895, and soon established a connexion that grew with 
his reputation until it reached over all Ulster. He made 
his country journeys at first by rail and “ outside car,”’ 
and later he had one of the first motor cars in Ireland 
which he took to pieces himself and reassembled until, 
as he said, ‘‘ he knew every pin of it and was prepared for 
any form of trouble.’”’ It was his surgery over again, 
direct, courageous, and based on personal knowledge ; 
and he knew a lot about the human body. But he 
tended his patients with more than skill; he gave them 
assurance when it was required to continue courageously 
under handicap; and he won from them respect and 
lasting affection. He also took his share of insurance 
work and accident claims, and won a reputation in law 
for honest fair treatment. 

Kirk first visited the Belfast Hospital for Children as a 
boy with his mother, who was a patron, and he eagerly 
sought and was always proud of his appointment as 
junior surgeon to it in 1895. He became senior surgeon 
in 1897 at the early age of 28, and when-he retired in 
1938 he was appointed consulting surgeon. He was a 
life governor for 45 years and chairman of the medical 
board until his retirement. He followed it from King 
Street to Queen Street and he watched the new building 
in the hospital centre grow from its foundations. He 
could not bear that children should be crippled or maimed 
if it were possible by thought and action to prevent it, 
and he became an expert in the treatment of fractures and 
diseases of bone in the young. For them he devised 
after twenty years of trial his oxygen treatment for the 
shock of burns which still awaits a more critical examina- 
tion than he was able to give it. But by it he claimed to 
have greatly reduced the mortality-rate in his wards. 
He also served the Royal Victoria Hospital for 35 
years and when he retired in 1935 was senior surgeon. 

Kirk was not an easy teacher for the many, but for the 
few, and always there were some who followed him, he 
laid bare the foundations of diagnosis, the conceptions of 
tissue reaction, and the principles of treatment by which 
he himself worked. ‘ I use the simple things,’’ he said, 
“to get at the grounds of it all.’’ He was never a passive 
receiver of others’ views, and at times may have too 
summarily dismissed others’ explanations of causation 
and the order of tissue change ; but in matters of treat- 
ment he was cautious, and only expressed his opinion 
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after fair trial. He never wavered in the belief that 
progress in medicine was the result of experience and that 
the experiment of the laboratory must meet its final test 
in the ward. His interests in his subject were too wide 
for the critical treatment that specialisation now 
demands ; but he was a close observer and a good ques- 
tioner of others. It is unfortunate that he did not 
express himself easily in writing so that most of his work 
remains unpublished. He held, for instance, that direct 
fractures and indirect fractures are different conditions, 
that the effects of shock are best countered by subcutane- 
ous oxygen, that it is possible to use the maximum doses 
of vaccine at the same time in each of many different 
lymphatic areas, that many people have a permanent 
tissue infection, that urea is the natural antiseptic, and 
that the logical treatment of low forms of infe tion and 
chemical imbalance is by normal serum. He has be- 
queathed to his followers a rich store of ideas for inquiry. 

And, finally, he was deeply interested in his fellow-men 
and in the social schemes of the times, although after the 
death of his wife in 1925 he lived more and more with his 
pictures and his books, with some chosen friends, and 
with the idealism that was the essence of his being. 
Like all idealists, he was sometimes lonely, but he never 
lost his faith in the possibility of a better world and that a 
man is made or unmade by his moral standards. 

He leaves a son, now serving with the R.A.M.C. in 
India, and a daughter who is the wife of Prof. Thomas 
Walmsley. 


HERBERT BELL TAWSE 
M.B. ABERD., F.R.C.S. 


On Nov. 12 after a short illness Mr. H. Bell Tawse, 
hon. surgeon to the ear, throat and nose departments 
of the Nottingham General and Children’s Hospitals, 
died at his home, Wymeswold Hall, in Leicestershire. 
He had lately returned from a well-earned holiday at 
his other home in Scotland, 
Culquoich House, Aberdeen- 
shire, on the banks of the 
Don near where he spent a 
large part of his boyhood. 

He was born in Aberdeen 
and educated at its university. 
After qualifying M.B. in 1900, 
he came south for further 
study in his specialty and held 
resident appointments at the 
Golden Square Hospital, the 
Central London Throat, Nose 
and Ear Hospital and in the 
aural and throat department 
of the London Hospital. But 
it was in Nottingham he 
settled, and in that city and 
county he soon became a friend as well as a trusted con- 
sultant. He was an ear, nose and throat surgeon of 
outstanding ability, and Dr. T. B. Gilbart-Smith, who 
worked with him as anesthetist for nearly 20 years, 
testifies to his skill and his kindness to patients. He 
continues: Tawse’s manner was sometimes rough, but 
when you got to know him well you realised it was only 
a cloak beneath which his true nature was anything but 
rough. His sense of humour and repartee was superb, 
but it was not always understood, and I remember when 
during an operation it had been particularly directed 
against me, the doctor present afterwards said to the 
nurse, ‘‘I always thought Tawse and his anesthetist 
were great friends ’’! And so we were and remain d to 
the end. He worked hard to perfect his technique 
in his specialty, and I am sure no man could remove 
tonsils by dissection better or quicker than he. Another 
colleague recalls how he removed a ball-bearing from the 
bronchus of a small child. Repeated attempts by 
bronchoscopy having failed, Tawse borrowed an electro- 
magnet from the neighbouring Eye Infirmary and by 
this means the foreign body was successfully captured. 

Tawse was appointed assistant surgeon to the Not- 
tingham General Hospital in 1914, and when the new 
ear, nose and throat department was opened in 1927 he 
and his colleague, the late Mr. A. R. Tweedie, were 
appointed surgeons in charge and entrusted with its 
organisation. He was also consulting aural surgeon to 
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the Nottingham county council, and was a member of the 
committee appointed by the Board of Education to 
inquire into the prevention of adenoids and enlarged 
tonsils. In 1928 he was appointed president of the 
laryngology section of the Royal Society of Medicine, 
and in 1939 the section of otolaryngology of the B.M.A. 
made a happy choice when they elected him as president 
for the meeting which was to be held at his second home, 
Aberdeen. In committee Tawse was a wise counsellor, 
and if a letter or resolution needed careful wording it 
would be left to him to draft. 

As a trout fisherman on his own river he had few rivals. 
Often a guest would return anxious to exhibit his catch, 
only to find that his modest host had beaten him. Few 
amateurs had his knowledge of trees and flowers, and he 
added many varieties of coniferous trees to the splendid 
specimens growing round Culquoich. His wife died 
nearly two years ago, and he leaves a daughter and a 
son who is now resident surgical officer at the Royal 
Masonic Hospital, London. 


DAVID WALKER HEWITT 
C.B., C.M.G., M.B.R.U.I., F.R.C.S. 
SURGEON VICE-ADMIRAL, R.N. RETD. 

Surgeon Vice-Admiral D. W. Hewitt was born in 1870, 
the son of John Hewitt of Kingstown, co. Dublin. He 
was educated at the Royal School, Dungannon, at Galway 
University College, and at St. Bartholomew’s Hospital. 
He qualified in 1895 and entered the Royal Navy two 
years later. In 1904 he was commended and in 1911 
specially promoted to the rank of fleet surgeon for con- 
spicuous professional merit. Shortly after he was 
appointed assistant to the medical director-general. 
After the last war as senior medical officer of the North 
Russian expeditionary force he was in charge of the 
medical arrangements for the Navy and the Army and 
his services were recognised with the C.B. He served 
once more at sea as principal medical officer of the new 
hospital ship Panama and in 1926 took up his last 
appointment at the Royal Naval Hospital, Haslar. It 
was his ambition to make his hospital efficient and its 
work known to officers outside the medical branch. 
With this end he maintained close contacts with heads 
of other departments of the service in the port and 
started an annual garden-party to which doctors in civil 
practice were invited to meet the hospital staff. He was 
keenly interested in improving the amenities of the 
medical mess and was largely responsible for building its 
hard tennis-courts. He was also the originator of 
the successful annual reunion dinners for medical officers 
serving in the ships and establishments of the port. 
An officer who served under Hewitt writes: He never 
spared himself and always gave of his best and he 
would accept no less from his officers. He was an expert 
administrator, but his heart was always in surgery—he 
had taken his F.R.C.S. twenty years after qualification 

and he often said how hard he felt it not to be able to 
take part in the activities of the operating theatre. He 
never lost interest in the clinical side of the hospital and 
was always ready with words of advice and encourage- 
ment to his medical officers. 


OWEN FOULKES EVANS 
M.D. EDIN. 


Dr. Evans, who died at his home in Liverpool on 
Nov. 8, was one of the best-known practitioners in the 
Sefton Park district. 
yeoman stock, he was educated at the Holt Academy, 
near Wrexham, and later returned home to take up 
farming. After a few years he decided to study medicine 
and went to the University of Edinburgh, where he quali- 
fied in 1890, obtaining his M.D. four years later. The 
whole of his fifty years of practice was spent in Liverpool, 
where he was well known and respected, particularly by 
the Welsh community. He leaves a widow. ; 

Dr. Evans was an ideal family physician. Apart from 
the high level of his medical work and the scrupulous 
care and devotion with which he conducted it, he had a 
most charming personality. He was never in a hurry. 
never late for an appointment, and he made his patients 
feel that he had plenty of time to deal with their par- 
ticular cases. The soothing effect of his visits had a 
potent therapeutic value. 


Born in Anglesey 79 years ago of 
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Public Health 


Health in Iceland 


THE annual reports of Dr. Vilmundur Jénsson, the 
director of public health in Iceland, are always of interest 
in showing the violent epidemic swings that occur in his 
small and somewhat isolated community. The normal 
bill of health of the island is also of more than passing 
interest at the moment from the point of view of the 
British occupation and it is comforting to note that the 
last report, that for 1938, presents in general a cheerful 
picture. The crude death-rate in that year was only 10-2 
per 1000 inhabitants and the infant-mortality rate as little 
as 29 per 1000 livebirths, both remarkably low figures 
and evidence of healthy conditions of life. Still lower 
figures will be achieved if the relatively high rate from 
tuberculosis responds, as it appears to be doing, to the 
active measures being taken against it. The other 
notably high mortality-rate—that from accidents—is 
a product of the chief occupation of the people, the 
fisheries, and is clearly difficult to attack. In previous 
days diphtheria took a heavy toll of the children but is 
now, Jonsson reports, prevented from becoming widely 
epidemic by inoculation. There were, however, 136 
cases in the two years 1935-36 in a total population of 
nearly 120,000 and universal inoculation of children 
would clearly be worth while, as well as a valuable illus- 
tration of its benefits. The changeable climate is the 
cause of frequent cold epidemics, and pneumonia is 
amongst the more prominent causes of death. Rheu- 
matic fever is rare, diabetes is hardly ever seen, and 
deficiency diseases are now infrequent. Gonorrhcea is 
endemic in the towns, and may be increasing, though 
syphilis is not often seen. Prostitution and drug-taking 
are both hardly known in the island, but Jénsson views 
with some concern an increasing consumption of alcohol. 
In a short historical review of the island’s health and 
health services he shows how far it has moved on the 
road to its present good bill—from an infant-mortality 
rate of some 300 per 1000, a wide prevalence of leprosy, 
hydatids and tetanus, and years in which epidemics 
of the common infectious diseases killed 20-30% of the 
population. In 1882 some 1700 people, he says, died of 
measles, or nearly a quarter of the population, whereas 
in 1936 there were over 8000 cases, partly in rural 
districts where there had been no measles for many 
years, but only 50 deaths. 


Gibraltar 

The report of Major R. A. Mansell on the health of 
Gibraltar for 1939 is the last of its series, for the non- 
combatant population has been largely evacuated, and 
Major Mansell tells us that his period of office is ended. 
The report is much shorter than usual, but as Major 
Mansell writes ‘‘ strongly—even bitterly ’’’ about the 
housing conditions and the delay in improving them, it is 
not likely to_ pass unnoticed. The Hone report on 
housing was published in March, 1937, and at the end of 
October of that year its recommendations were accepted 
by the British Government. The printed draft of a 
housing ordinance was approved by the city council in 
June, 1938, and submitted to the Government. There it 
apparently remained dead until shortly after the out- 
break of war when the Government declared that the 
housing scheme must be held in abeyance till the end of 
the war. That the bitterness of Major Mansell’s words is 
fully justified is apparent from the following passage : 

It is stated freely, and there is no reason why this should not 
be repeated, that Gibraltan labour is not of the quality, either 
in foot-pounds of mechanical toil or in actual technical skill, 
that can be found in other parts of Europe or the world. I 
always ask such critics what they would produce themselves 
did they have to live with a wife and three grown and growing 
children in one room—and nothing more—some fourteen feet 
square on a wage of less than thirty and a rent of five shillings 
a week, with no provision for sickness, unemployment or old 
age and a cost of living not greatly less than that obtaining in 
England. 

In view of this it is not surprising that infantile mor- 
tality is high. Of 378 infants born alive 30 died, giving 
a mortality-rate of 79, the highest for ten years. Of 
these deaths 12 were due to gastro-enteritis and 5 to other 
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postnatal causes. The rate has been mounting steadily 
for the past four years in parallel with the grossly over- 
crowded condition of the city. What the fate of 
Gibraltar will be after the war cannot be foretold, but it is 
certain that the city as Major Mansell knew it will cease 
to exist, so in every sense his report for 1939 is the last. 


Medical News 


University of Cambridge 


On Nov. 22 the degrees of M.B., B.Chir. were conferred by 
proxy on D. H. Manson-Bahr. 


University of London 
At recent examinations the following were successful :— 


THIRD EXAMINATION FOR M.B., B.S. 


W. H. H. Merivale (g), St. Thos. Ruth E. M. Bowden (e), 
Roy. Free ; Frances V. Gardner (c, d, e), Roy. Free; Florence R. 
Piliman (d), Roy. Free ; N. S. Slater (c), Univ. Coll.; A. G. 





Spencer (f), Univ. Coll.; R. E. O. Williams, (a, c, d), U niv. Coll. 
(alt with Benoure) ; Laura M. Bates, Roy. Free; A. D. Bell, 
aur, s; P. W. Clarkson, Guy’s; Daniel Coueslant, Univ. Coll. ; 


P. Dinnick, ~ . e > 
U niy. Coll.; K. i. G. 
Honeywill, U _ "eon: E. 
Geoffrey Levy, W me  -5.%.. : 


poaetes, Guy’s; M. M. Ernst, 
Heathfield, Ba rt’s ; Margaret J. 
G. Hosking. Univ. Coll., Cardiff ; 
J.C. H. Maidment, London ; Simon 
Meleck, London ; N. P. Orchard, St. Bart’s.; M. F. Pilcher, Univ. 
Coll. ; H. 1. H. Porcher, van: Coll. ; A. G. Stephenson, Univ. Coll. 
L. H. Turner, Middlesex ; K. W ey. St. Bart’s; John W ills, 
Guy’s; D. Ting’ Coll. A. Beck, St. Bart’s; J. 
Bryce, Univ. Coll. *. B. Coc kett, St. Thos. Leonora A. Crawford, 
Roy. Fre eC; Muriel Crouch, Roy. Free ; Cullen, Middlesex ; 
Ww illiam Darby, St. Meer" s; Jean L. Edwards, Leeds; Mary E. 
Eiloart, King’s Coll. i. Evans, St. Bart’s; James Freeman, 
Middlesex ; R. C, Faller, St. Mary’ sb: ©. 6, Fung, oer e's i Margaret 
= Harker, Roy. Free ; C. A. Holman, St. Geo.; R. B. Hudson, 
Mary’s; J. I. P. James, Univ. Coll.; A. O. John, St. Bart’s ; ; 
Elape eth M. Kaye, Roy. Free; Joyce - Keeping, Kine’ 8 a? 
pene M. E. Keev il, Roy. Free ; . A. Kreiser, Guy’s ; D. 
Livingston, St. Mary’s; Kathleen B. McClintock, Roy. Free ; 
Michael McFarlane, St. Bart’ 8; Christina M. McGillivray, Roy. Free; 
U. Meyer, Univ. ¢ “wi ; Margaret Middleton, Roy. Free ; Phyllis 
> a ee ” Ohanne ssian, St. ae 8; Ruth P. Peter- 
son, Roy. Free ; Mary i Rae, Roy. Fre se; K. O. Rawlings, Guy’s ; 
T. H. E. Richards, St. Bart’s ; E.A. Ritchie, Charing Cross ; Ernst 
Rosenbaum, Middlesex ; B. C. Rowlands, St. Mary’s ; C. A. Royde, 
Westminster ; Mary M. E. Rutter, Roy. Free; R. A. Sandison, 
King’ 's Coll.; A. C. J. Saudek, St. Bart’s; D. W. Shields, King’s 
Coll. Daisy M. Smith, Roy. Free ; Margaret C. Smith, Roy. Free ; 
J. H. *Smitham, Westminster ; G. S.C. Sowry, St. Mary’s; Irene J. 
Stark, Roy. Free; Kathleen Staynes, Roy. Free; Matthew Steel, 


Morley, Mane. 


Univ. Coll.; D. V. Stott, King’s Coll. ; P. V. Suckling, Univ. Coll. ; 
P. H. Sutton, Westminster; Margaret L. Taylor, Roy. Free; 
Be atrice M. Thompson, Roy. Free ; H. A. Warbrick-Smith, Middle- 
sex J. A. E. Watts, Guy’s; Robert Wigglesworth, St. Bart’s ; 
Mary . Wilkin, Roy. Free ; D. W. Williams, Westminster ; Simon 
Witt, Univ. Coll. ; B! W. Wood, King’s Coll. 


(a) distinguished in pathology. 

(c) distinguished in hygiene and forensic medicine. 

(d) distinguished in medicine. 

(e) distinguished in applied pharmacology and therapeutics. 
(f) distinguished in surgery. 

(g) distinguished in obstetrics and gynecology. 





The Committee to Defend America by Aiding the Allies 
have sent out a circular letter to 140,000 doctors and to 
66,000 dentists urging that the best way of keeping the war 
out of America is to give all possible aid to Britain. They ask 
for active participation in the work and contributions for help 
in arousing America “ from its réle of sleeping prospective 
victim.”’ They point out that “ with nation after nation it 
has been too little and too late.’ The response from the 
medical profession has been so good that members of the Bar 
Association and other groups are shortly to be circularised. 
The letter was signed by the subcommittee for medicine, 
consisting of Dr. R. I. Lee, a trustee of the A.M.A., Dr. R. L. 
Wilbur, president of Stanford University, and professors at 
the medical schools of Johns Hopkins, Tulane, Chicago and 
California. 


A meeting of the Shaftesbury Military Hospital Medical 
Society will be held on Tuesday, Dec. 3, at 3 p.m., at the 
hospital, when Major 8. G. Chesney and Major F. Stuart 
Harris will open a discussion on air-borne infectious diseases 
and their prevention. 


Messrs. C. F. THackray (Leeds) inform us that they are 
introducing a new digest-modified staphylococcus toxoid 
from the Lederle Laboratories, New York, whose sole distri- 
butors in England they are. The toxoid replaces the staphy- 
lococcus toxoid dilutions 1 and 2 as listed in their catalogue. 
Reactions are less frequent and severe with the new product 
because the alle srgenic quality is modified and thus the safe 
limit of dosage is extended. 





-a.m. and close one hour before blackout. 
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Royal Appointments 


The following officers have been appointed hon. physicians 
and surgeons to the King :— 


Royal Australian Navy.—Surgeon Captain W. J. Carr, 
Captain Leonard Darby. 

Australian Army.—Colonel D. M. 
Whiston-Walsh. 

Australian Air Force. 
T. E urley. 

New Zealand Army.—Colonel F. 
McCormick. 


Surgeon 


MecWhae, Colonel R. W. 


—Group Captain E. A. Daley, Air Commodore 


, 


T. Bowerbank, Colonel Kenneth 


Army Casualties 
The following casualties in the R.A.M.C. are announced :— 


W ounded and prisoner of war.—Lieutenant G. H. Darke, M.B. 
Lond. 
Prisoner of war.—Major C. R. Alderson, M.R.C.S. ; Captain 


Norman Altham, M.B. Manc. ; Captain Hugh Dickie, M. B. Glasg. ; 
Major W. N. 8. Donaldson, M.B. Glasg. ; Lieutenant M. A. Egan, 
M.B. N.U.1.; Lieutenant _T. K. Elliott, "M.B. Lond. somtene 
E. MacR. ton M.B. Edin., Major G. D. Hadley, M.R.C.F 
A./Major C. W. Horncastle, M.B. Lond. ; Lieutenant C. W. lliffe, 
L.R.C.P.E. ; L jieutenant J. A. James, M.R.C.S.; Captain W: illiam 
Lumsden, M.B. Aberd. ; Lieutenant E. W. Macmillan, M.B. Edin. ; 
Major F. J. 0’ Meara, F.R.C.P.1. ; W.S./Captain Robert Robertson, 
M.B. St. And.; Lieutenant A. F. Staliard, M.B. Camb. ; + /Major 
G. C. Steel, M. R.C.8. ; and A./Major A. W. Woolley, M.B. Brist. 


The Paddington Medical Society will hold a meeting on 
Tuesday, Dec. 3, at 2.30 p.m., at St. Mary’s Hospital, Padding- 
ton, when there will be a discussion on such current medical 
problems as shelters, bombed surgeries, surgery hours, private 
and panel practice, ambulance services and evacuation of 
patients. 


On Saturday, Dec. 7, at 11.45 a.m., the Biochemical Society 
will meet at the department of physiology of the school of 
medicine, Leeds. 


Lieut.-Colonel H. J. Bensted will deliver the Harben lectures 
to the Royal Institute of Public Health and Hygiene (28, 
Portland Place, London, W.1) on Dec. 9, 10 and 11 at 11.30 
A.M. He will discuss modern practice in war-time immunisa- 
tion of.soldiers and civilians. The lectures are open to all 
without fee. 


Dr. 8. T. Crowther has been appointed temporary assistant 
lecturer in the department of pathology and bacteriology at 
the Welsh National School of Medicine, Cardiff. 


The council of the Harveian Society of London have an- 
nounced that the subject of the next Buckston Browne prize 
essay will be the evaluation of methods of physical training 
and the best scheme for general application. The essay must 
be sent to the hon. treasurer of the society, 14, Devonshire 
Street, W.1, by Oct. 1, 1942. The prize of a medal and £100 
is open to all registered practitioners in the British common- 
wealth of nations. 


A general meeting of fellows of the Royal Society of Medicine 
will be held at 1, Wimpole Street, London, W.1, on Tuesday, 
Dec. 3, at 3.30 p.m. On Dec. 4, at 2.30 p.m., the section of the 
history of medicine will meet to hear a paper on the history of 
endoc rinology by Dr. A. P. Cawadias and a medico-psycholo- 
gical revision of the story of Jehanne la Pucelle from Dr. H. P. 
Bayon. On the same day and at the same time the section 
of surgery will discuss chest injuries, and Mr. C. Price Thomas, 
Dr. J. E. Livingstone and Mr. Norman Barrett will be the 
ped On Dee. 6, at 10.30 a.m., Mr. T. B. Layton will open 
a discussion at the section of otology on causes of failure in 
the treatment of acute otitis media, and at 2,15 p.m. on the 
same day Mr. J. C. Hogg at the section of laryngology will 
speak on aspects of sinusitis. 

The house of the society will for the present open at 9.30 
It will be closed on 
Dec. 25 and 26. 

The council of the Pharmaceutical Society has offered the 
Government the use of its new house in Brunswick Square 
if facilities are given to finish its construction. The building 
has a steel frame and the floors are of reinforced concrete ; 
it has been designed to provide a basement, ground floor and 
five upper stories. The main front block and the west and 
centre wings are already at fourth-floor level ; the east block 
is only at basement level. The building is prepared for 
central heating on the panel system and the heating panels 
are in place; the plumbing work, including lavatory accom- 
modation, is also in position. The building will have a floor 
area of over 140,000 sq. ft. 
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Notes, Comments and Abstracts 
THE DOCTOR IN THE FACTORY 
THe task of looking after factory workers is to some 
extent what the doctor makes it; he can interpret it 
simply as the first-aid treatment of injuries, or he can 
see it much more widely as an opportunity to teach 
hygiene and public health, and to make a study of the 


causes of industrial sickness. The Factory Department 
of the Ministry of Labour takes the widest possible view 
of his duties. A new memorandum on medical super- 
vision in factories ' emphasises his status in the works ; 
he should be in direct personal contact with the manage- 
ment, or better still an integral part of the management 
on the personal side without being concerned with wages, 
hours of work or conduct of the factory on the pro- 
duction side except in so far as the two last affect the 
health of the worker. The part-time services of a doctor 
may meet the needs of a small factory, but in a large 
firm only a man who devotes his whole time to it can 
supervise the health of the workers properly. Among 
other things he will organise the first-aid treatment. of 
injury and sickness, without, of course, undertaking 
any treatment of the patient in his home. Continued 
treatment at the works will only be given with the con- 
sent of the worker’s panel doctor. The works doctor 
will also examine and advise any worker who consults 
him or is referred to him by the labour manager, and 
vet those about to begin work on processes involving 
some special health hazard. Under the Factories Act 
young people under the age of 16 entering industry 
must be seen by the examining surgeon of the district, 
and the Minister of Labour may authorise the works 
doctor to undertake this task. Probably medical 
examination of entrants of any age would be an advan- 
tage, because the doctor could say whether a man was 
suitable for his proposed job. Examination at regular 
stated intervals is required for those engaged in processes 
specified under the act, and probably it would be useful 
to arrange such periodical examinations of workers 
in jobs where a large labour turnover or a fall in 
production indicates that conditions of work might be 
improved. 

The works doctor will also be able to that the 
man returning to work after an illness is fit, or (by co- 
operating with the panel doctor and the works manager) 
to arrange for him to return to some suitable form of 
work temporarily, until he is really fit for his job again. 
After a man has had an accident the doctor may be 
able to suggest graduated work for him in the factory 
as a part of rehabilitation and to aid functional recovery. 
The doctor must also advise the management on general 
hygiene inside the factory and coéperate with the 
welfare authorities outside in everything affecting the 
health of the workers, maintaining an effective liaison 
with panel doctors, hospital services and local authorities. 
This will enable him to follow the patient’s progress 
during illness, and to inform the panel doctor or the 
hospital almoner when the firm is willing to give help 


see 


with specialised treatment or to send the man to a 
convalescent home or a physical treatment centre. 
He can teach the workers themselves much about 


hygiene both during personal interviews when they come 
up for examination or treatment, and by means of short 
talks given from time to time to groups of workers. He 
will also train those who are to share in the first-aid 
service of the factory, and in this he will be greatly 
he'ped by the services of a state-registered nurse. 
Record-keeping, with which the nurse can also give 
assistance, is an important part of the doctor’s work. 
It keeps the management up to date on the general 
health of the workers and may bring to light unexpected 
facts about sickness incidence in special groups or among 
those exposed to risks peculiar to processes carried on in 
the factory. Uniform record-keeping would have the 
advantage that findings in different industries could be 
compared ; a standard record-card is printed as an 
appendix to the memorandum. Finally the works 
doctor shares in the A.R.P. services of the factory and in 
the training of the A.R.P. personnel. The programme 
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laid down for him is thus not only wide but stimulating 
as it gives opportunities for clinical work, organisation, 
teaching, research, and winning the George medal. 





FROST IN YOUR RADIATOR.—Anyone who lets his car 
freeze this winter is going to find it difficult to obtain 
replacements, and the Medical Insurance Agency is 
sending its policy-holders some advice as to how to avoid 
this catastrophe. Car-owners should study the recom- 
mendations about freezing given in their policies. If 
they find it impracticable to drain the water-cooling 
system, they should employ a trustworthy anti-freeze 
mixture. Some of the products sold as such are not 
reliable, and advice should be sought on this point—the 
agency (address B.M.A. House, Tavistock Square, W.C.1) 
will give it if asked. Anti-freeze mixtures may be lost 
by evaporation and leakage, so that radiators should not 
be filled to the brim, and re gular additions of mixture are 
necessary. If reliance is placed on draining the system, 
all outlets must be opened ; in some makes of car there 
are multiple outlets. Care must be taken to see that the 
outlets are free and not choked with sludge. Rugs, 
radiator-covers and even heaters may not give effective 
protection in really severe weather, 


Factory CANTEENS.—Under a new order any factory 
employing more than 250 persons engaged on work for the 
Crown may be required to provide hot meals in or quite near 
the factory. 


A royal medal has been awarded by the Royal Society to 
Mr. F.H. A. Marshall, F.R.S., reader in agricultural physiology 
in the University of Cambridge, for his contributions to the 
physiology of animal reproduction. 


. 


Appointments 


ARMITAGE, GEORGE, M.D., M.Ch. 
the Leeds General Infirmary. 

BUCKLEY, BRENDAN, M.B. N.U.I..: 

FLEMING, H. 8., M.B. N.Z.: examining surgeon under the Factories 
Act, 1937, for Horley, Surrey. 

GREEVES, PERLA, M.B. Belf.: 
hospital at South Shields. 

HEADLEY-BLYTHE, J. B., L.M.S.S.A.: 
Institution, Colchester. 


Leeds, F.R.C.S.: hon. surgeon to 


temp. M.O.H. for Jarrow. 


asst. M.O. at the new maternity 


asst. M.O. at the Royal 


MACFARLANE, R. G., M.D. Lond.: asst. clinical pathologist at the 
Radcliffe Infirmary, Oxford. 

Price, A. K., M.B. Lond., F.R.C.S temp. R.S. at Selly Oak 
Hospital, Birmingham. 

SEWELL, ADA M., M.B. Glasg., L.M., D.R.C.O.G.: part-time M.O. 


for Dartford. 


Births, Marriages and Deaths 





BIRTHS 
DENNISON.—On Nov. 20, at Guildford, the wife of Lieutenant E. J. 
Dennison, R.A.M.C., of East Grinstead—a son. 
HeARN.—On Nov. 16, at Bedford, the wife of Lieutenant G. W. 


Hearn, R.A.M.C,—a son. 


JEFFERISS.—On Nov. 18, at Winchester, the wife of Captain Derek 


Jefferiss, R.A.M.C.— a son. 
SutTron.—On Nov. 20, at Fulmer Chase, Bucks, the wife of Surgeon 
Lieut.-Commander R. J. C. Sutton, R.N.V.R.—a daughter. 
MARRIAGES 


CussEN—McELuGotTr.—At Chatham, John Cussen, M.B., 
Commander, R.N., to Dorothy McElligott. 

WATSON—UNDERHBILL.—On Nov. 18, at Hambleden, 
Thames, John Stewart Ferra Watson, M.R.C. 
to Rosemary Underhill. 


DEATHS 
, at Belfast, Robert Maitland Beath,M.B. Belf. 
if hit 


Surgeon 


Henley-on- 
S., Major R.A.M.C. 


BEATH. On Her. 
and Lond., 

BRETT.—On tbe 17, at Cranbrook, Kent, 
Brett, M.R.C.S., aged 72. 

CAMPBELL.—On Nov. 16, at 
M.B. Glasg., aged 82 years 


Harry Clarence Marshall 


Lamlash, Arran, Dugald Campbell, 


NaAsMYTH.—On Nov. 19, at Broe ker nhurst, Hants, William Ramsay 
Nasmyth, M.D. Edin., F.R.C.S.E., D.P.H. 

LOBERTSON.—On Nov. 14, at Dumtfrie s, William Stewart Irvine 
Robertson, M.B. Edin., D.P.H. 

SINCL six, —On Nov. 25, in Belfast, Thomas Sinclair, C.B., M.D- 
R. , F.R.C.S8., M.P., aged 81. 

STEVENS. —On Nov. 21, in London, Richard Henry Easington 
Stevens, M.R.C.S8 











